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Abstract 
Background and significance 
In Australia, hospital Emergency Departments (EDs) have reported overcrowding since 1990. 
Increasing ED demand and blocked access to inpatient beds are considered the principal 
causes of ED overcrowding. As a result, the flow of patients through the ED is often delayed, 
imposing a significant threat to ED patients’ mortality and morbidity and having an adverse 
economic and organisational impact on the health care system.  
To address this issue, previous research sought to understand the factors that influence the 
increased demand for public hospital EDs in Australia. A theoretical framework was 
developed to facilitate the research of ED demand anda descriptive study analysed one 
year’sroutine hospital data from four private hospital EDs in Australia.This research implied 
thatprivate hospital EDs had the ability to alleviate pressure in the public system. 
However, patients with private health insurance (PHI) often do not elect private hospital EDs 
for their acute healthcare and the reasons behind these choices are unclear. A study in 2011 
indicated that at least 12% of the patients attending public EDs (in Queensland) admit to 
holding PHI or other insurance (such as Work Cover, third party). This may provide an 
opportunity for private hospitals to attract more ED patients with PHI. Holding PHI may be 
seen as a surrogate of affordability.  
This study seeks to identify the factors influencing patients’ choice between public and 
private hospital EDs for those patients with PHI, which could provide valuable insight for 
future ED service planning in altering ED patients’ flow from public to private hospital EDs. 
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Aims 
The primary aim of this study is to identify factors that influence PHI holders’ choices 
between public and private ED at the time of an emergency. The objectives were achieved by 
conducting a mixed method qualitative study and a quantitative study.The qualitative study 
aimed to determine the perceptions behind patients’ choice between public and private 
hospital EDsand the quantitative study identified and quantified the factorsthat influenced 
patients’ choice between public and private hospital EDs. 
Methods 
This study embraced anexploratory sequential mixed methods approach, which includes a 
qualitative and a quantitative study. 
The qualitative study was conducted between June and July 2014 usinganin-depth semi-
structured interview guide to interview ED patients (24) in public andprivate hospitals to 
explore and compare the perceptions that influenced patients’ choice between public and 
private hospital EDs. The interviews were audio recorded and transcribed verbatim.  The 
qualitative data was analysed using both content and thematic approaches. Recurrent themes 
were generated, which explain patients’ demand for emergency service. Core themes 
emerged, which explain how patients make their choice between public and private hospital 
EDs.The themes identified by the qualitative study were used to guide the development of a 
questionnaire used for the quantitative study. 
A cross-sectional design was employed to survey ED patients in both public and private 
hospitals. Two versions of the questionnaire were used: one for private patients and one for 
public patients. These questionnaires were developed fromapre-existing questionnaire that 
had been used during previous research into the factors that influence ED demand. The 
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questionnaire was adopted as a consequence of findings of the literature review and the 
qualitative study and pilot-tested prior to administration. 
The data collection was performed between May and August 2015in four hospitals in 
Brisbane (two public and two private). The required sample size of 280 questionnaires was 
calculated based on the information generated from a pilot study. Descriptive and 
multivariate analyses were used to determine the factors that influenced ED patients’ choice 
between public and private hospital EDs. 
Results 
The qualitative study suggests that, all other conditions being equal, patients with PHI who 
choose to attend public EDs appear to weigh financial concern over longer waiting times, 
while those who choose to attend private EDs appear to value shorter waiting times ahead of 
financial concerns. 
A total of 280 surveys were completed in the public (n=140) and private EDs (n=140). The 
respondents’ ages ranged between 18 and 94 years. Private patients were statistically 
significantly older than public patients, with a mean age of 56.3 and 46.1 respectively, p< 
0.001. The respondents’ gender was identical between public and private patients, and males 
correspond to 47% of ED attendances. 
Analysis of the quantitative data established the following important findings. First, patients 
who agreed with (private patients 89.3% vs public patients 51.4%, P-value 0.001) and took 
into consideration the statementthat a ‘long waiting time is a barrier to accessing public 
hospital emergency departments’ are more likely to access private hospital EDs. Second, 
patients who agree that private hospital EDs provide better quality of service than public 
hospital EDs are more likely to access private hospital EDs (OR 1.26, 95%CI= 1.144 - 1.387, 
P-value 0.001).Third, patients who agreed with (public patients 70.7% vs private patients 
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56.4%, P-value 0.015) and took into consideration the statement ‘out-of-pocket payment is a 
barrier to accessing private hospital emergency department’ are more likely to access public 
hospital EDs.Fourth, patients whose ED presentations were not suggested by ambulance staff 
were more likely to access private EDs (OR 4.643, 95% CI = 1.319 - 16.341, P-value 0.017). 
Fifth, older people are more likely to choose private hospital EDs (OR 1.053, 95% CI = 1.024 
– 1.083, P-value 0.001). 
Discussions 
Quality of care is the most important issue considered by ED patients for their choice 
between public and private hospital EDs. In fact, ED patients who choose private hospitals do 
so because they believe the quality of care is better. Some private patients choose private 
hospital EDs because of negative experiences in public hospitals.This finding indicates that 
patients perceive that private hospital EDs provide quality of service equivalent to public 
hospital EDs. This research has not been designed to validate this finding but simply to 
identify the perspective of patients. These findings address not the technical aspects of quality 
but the service aspects such as timeliness and conform. Thus, private hospital EDs have the 
ability to alleviate pressure on public hospital EDs. 
Longer waiting times in public hospital EDs arethe distinct issue considered by ED patients, 
particularly private ED patients, in favour of choosing private hospital EDs. This factor is a 
determinant in influencing patients’ choice between public and private hospital EDs and was 
confirmed by both qualitative and quantitative approaches.Longer waiting times in public 
hospital EDs motivate ED patients to access private hospital EDs. As more than 50% of 
public ED patients also agreed that there are long waiting times in public EDs, there is a 
potential to redirect these patients to private hospital EDs if the factors that stop these 
patientsfrom accessing private EDs can be addressed. 
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The required out-of-pocket payment for accessing private hospital EDs is the critical issue 
considered by ED patients, particularly public ED patients, that stopped them from accessing 
private hospital EDs. This factor is also a determinant in influencing patients’ choice between 
public and private hospital EDs, and was strongly confirmed by the qualitative approach. 
This study suggested that the required out-of-pocket payment for accessing private hospital 
EDs is an issue that needs to be addressed if the aim of public health policy is to attract more 
patients with PHI to access private hospital EDs. 
ED patients’ choice between public and private hospital EDs is influenced by ambulance 
paramedics. This finding has implications in influencing the communication between 
ambulance paramedics and ED patients. 
Conclusions 
A few conclusions can be drawn from the present study. Firstly, three themes (patients’ 
perceived quality of care, perceived longer waiting times in public EDs, and perceived out-
of-pocket payments required for accessing private hospital EDs) were identified and 
confirmed to be the major factors that influenced ED patients’ choice between public and 
private hospital EDs.Actual decisions were made based on weighing up all three factors. 
Secondly, this study provides further evidence in supporting the view that private hospital 
EDs provide high quality acute care to patients equivalent to public hospital EDs, and hence 
that private hospital EDs have the ability to alleviate pressure in public hospital EDs. 
Moreover, the out-of-pocket payment required for accessing private hospital EDs is a critical 
issue that stops ED patients from accessing private hospital EDs. This issue needs to be 
addressed if the aim of public health policy is to attract more patients with PHI to access 
private hospital EDs. Furthermore, ED patients’ choice between public and private hospital 
ED are often influenced by ambulance paramedics in favour of accessing public hospital 
EDs.In order to change this situation, a tailored education program is required for ambulance 
ix 
paramedics.   This research contributes to providing valuable insight for future planning for 
emergency care, and hence providing better emergency care to accommodate ED patients’ 
needs.  
x 
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Chapter 1: Introduction 
1.1 Introduction 
This thesis seeks to explorethe factors that may influence patients with private health 
insurance (PHI) regarding their choice between public and private hospital emergency 
departments (EDs). 
In Australia, emergency servicesare provided by both public and private hospital EDs.In a 
situation of ED overcrowding, particularly in public hospital EDs(Fatovich, 2002; Fatovich & 
Hirsch, 2003), understanding the factors behind patients’ choices between public and private 
hospital EDs is essential in designing policy which may alter the patients’ flow from public to 
private. It may reduce the pressure on public hospital EDs. Therefore, it is important for 
future emergency service planning. 
In order to establish the context of this study, the background of the research is introduced in 
the section 1.2. The aims of the study and research questions are described in sections 1.3 and 
1.4. The significance of the study and the outline of the thesis are presented in sections 1.5 
and 1.6.  
1.2 Background of the Study 
Hospital EDs (both public and private) are an important part of the emergency health care 
system in Australia. Their role is to provide urgent medical services to Australian 
residentsand visitors suffering acute illness and injury, and they also form the basis of 
Australia’s immediate response to major catastrophic incidents such as disease outbreaks. 
However, EDs (particularly in public hospitals) suffer from overcrowding caused by a 
combination of increasing demand and blocked access to inpatient beds(ACEM, 2004; AIHW, 
2008, 2009; Fatovich, Nagree, & Sprivulis, 2005; Productivity Commission, 2010; QAS, 
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2007; Richardson, 2003; Richardson & Mountain, 2009). As a result, the flow of patients 
through the ED is often delayed, imposing a significant threat to ED patients’ lives and 
having an adverse economic and organisational impact on the health care system. 
Private hospital EDs have played an important role in providing ED services since 1987 
(ACEM, 2013). In 2013-14, there were an estimated 24 private EDs and 33 private hospitals 
providing emergency care in Australia(ABS, 2015). The services provided by private hospital 
EDs are required to meet international standards and could play a significant role in meeting 
the growing demand for emergency services (ABS, 2008e). However, the number of people 
with acute illness who elect to attend private hospital EDs is disproportional to the number of 
people who hold PHI. In 2013-14, private hospitals provided only 6.82% of total emergency 
services (ABS, 2015; AIHW, 2014) even though about 47.3% of the population held PHI 
during the same period(APRA, 2015).  
A preliminary study (G. Fitzgerald et al., 2013) highlighted the opportunities and the 
significant role of private hospital EDs as well as the challenges in providing acute medical 
care and access to private hospitals for patients, particularly for those with PHI. In particular, 
the study emphasised the need for further research to understand the factors that may affect 
patients’ choices between public and private hospital EDs. 
In Queensland public hospitals, at least 12% of the patients attending EDs admit to holding 
private health or other insurance (G. FitzGerald et al., 2011). Considering the proportion of 
people with PHI, this proportion is likely to be a significant understatement. This may 
provide an opportunity for private hospitals to attract more ED patients with PHI. However, 
any initiative aiming at altering ED patients’ choices within the Emergency Health System 
(EHS) may not succeed without knowing the reasons behind the choices made by patients. 
This research program seeks to explore the patients’ perceptions that influence their choices 
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between public and private EDs, which may provide scientific evidence for future policy 
making in altering patients’ flow within the system. 
In Australia, the demand for private hospital EDs has attracted little attention from 
researchers. No research has been done on understanding the patients’ perceptions that 
influence their choices between public and private EDs. The factors that influence these 
choices seem to be complicated and multifaceted. A study on demand for the EHS (Toloo et 
al., 2011b) provides a theoretical framework for the research on demand for public hospital 
ED care. In this monograph, factors affecting ED demand in general are summarised as 
individual factors, health system factors, and societal factors. The health system factors that 
explain how health services are organised and funded are likely to influence patient demand 
for the services. These factors are important simply because they provide knowledge to assist 
understanding of ED demand in the Australian health care system setting.  
As there is no specific existingresearch that sought to understand patients’ choices between 
public and private hospital EDs, the focus of the literature reviewin this study sought to 
examinethe factors influencingpatients’ demand for ED services in general. 
Humans’ health behaviors are likely to be affected by their attitudes and perceptions. When 
individuals experience illness, the first determination is the need for health care, and then 
there is the choice of such care among a range of providers such as EDs (public or private), 
Specialist, General Practitioner (GP), or alternative health care. The selection of one of these 
services may be determined by the patient’s experience, knowledge, and perceptions 
regarding the services. In order to understand the psychosocial pathway behind patients’ 
choices, this study reviews the major health behavioural models. 
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1.3 The Aims and Significance of the Study 
The primary aim of this study is to identify the factors that influence PHI holders’ choices 
between public and private ED at the time of an emergency. The specific objectives are: 
• To determine the factors thatinfluence the patients’ choices between private and public 
EDs. 
• To quantify the impact of different factors influencing patients’ choices between public 
and private EDs. 
• To understand the current situation in regards toED demand and the options for future 
policies. 
Therefore, the main research question is: ‘Why do patients choose to attend or not to attend 
private hospital EDs and what factors influence their decision making and choices?’ 
Previous studies have focussed on identifying the factors that influence the demand for 
emergency service(He, Hou, Toloo, Patrick, & Fitzgerald, 2011) and establishing a 
theoretical framework for emergency service demand(Toloo et al., 2011b). However, no 
research has been conducted to understand the factors that influence patients’ choice between 
public and private EDs.This study seeks to fill this gap. There are three significant aspects to 
this study. Firstly, this study has explored the themes that are related to patients’ choice 
between public and private EDs by interviewing patients in both public and private hospital 
EDs. Therefore, it contributes to conceptual understanding regarding patients’ decision-
making processes. Secondly, key themes that are directly related to patients’ choice between 
public and private EDs have been tested in models to provide empirical evidence for future 
policy development. Thirdly, the findings may be informative for any attempt to involve 
private hospital EDs in reducing pressure on public EDs. 
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1.4 The Outline of the Thesis 
Chapter One provides general information regardingthecurrent situation of ED services, 
background knowledge, and the purpose and significance of this study in Australia. 
Chapter Two presents information on the Australian health care system, which includes how 
health care in Australia is funded (Medicare, PHI, and Pharmaceutical Benefits Scheme), the 
role of governments in health care, the function of emergency departments, and the private 
ED usage in Australia. Thisinformation contributes tothe understanding of how patients’ 
choice between public and private EDs occurs in the Australian health care setting.  
Chapter Three consists of asummary of a literature review regarding ED demand in general. 
Chapter Four consists of a review of literature regarding health behaviour models. The Health 
Belief Model (HBM), the Health Service Utilisation Model (HSUM), Theory of Reasoned 
Action (TRA) and Theory of Planned Behaviour (TPB), Protection Motivation Theory (PMT), 
Social Cognitive Theory (SCT), The Transtheoretical Model (TTM), and Precaution 
Adaptation Process Model (PAPM) were reviewed to provide conceptual understanding in 
explaining patients’ choice between public and private hospital EDs. 
Chapter Five outlines the research methods used for this study. The mixed methods design 
and the rationale for such a design are presented. The research purpose, study population, 
sampling strategy, research instruments, study measurements, data collection and analysis 
procedures for the qualitative and quantitative study are described. Ethical considerations are 
presented in the last section. 
Chapter Six reports the results of a qualitative study involving semi-structured interviews in 
both public and private hospital EDs. 
Chapter Seven presents the results ofdescriptive and bivariate analysis for the quantitative 
main study. 
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Chapter Eight demonstrates the results of multivariate analysis including factor analysis and                                   
Logistic Regression for the main study.  
Chapter Nine discusses the findings of this research and the subsequent implication for policy 
and practice. 
Chapter Ten consists of a conclusion, discussion of the limitations and strengths of the study, 
and recommendations for further research. 
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Chapter 2: Context 
2.1 The Australian Health Care System 
The Australian health care system is one of the most complex and pluralist systems in the 
world (Palmer & Short, 2000). Two historical issues may have influenced its development, 
leading to the current form of health care.  Firstly, the delivery of health care in Australia was 
strongly influenced by the British model as a consequence of Australia’s historical context. 
This historical alignment diverged following World War II when the United Kingdom 
introduced the National Health Service. Australia briefly introduced free hospitals but 
political changes in Australia led to a restoration of a mixed public-private system supported 
financially by subsidised private health insurance. An initial attempt was made to introduce a 
national health insurance scheme (Medibank) in 1975.This scheme was dismantled in the late 
1970s, before being restored in 1984 under the title of Medicare(Palmer & Short, 2000, p. 6). 
Secondly, in Australia, the state and territory governments have had the major responsibility 
in providing health services to their residents since British settlement, and this responsibility 
remained even after Federation in 1901. The amendment of the Constitution in 1946 led to a 
more intensive involvement of the Commonwealth government in providing medical, 
hospital, and pharmaceutical benefits to all Australian residents (AIHW, 1998). According to 
Jane (1999), the fundamental and unique elements of the health care system in Australia can 
be summarised as detailed below: 
• Health insurance consists of both a compulsory, tax-funded national health insurance 
scheme (Medicare) and government subsidised, voluntary private health insurance, which 
together form the basic financial health mechanism for medical delivery. 
• Public hospitals are operated and funded by state and territory governments. However, 
public hospitals rely heavily on federal government funding via Australian Health Care 
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Agreements between the Commonwealth and the states and territories. The 
Commonwealth government also provides funding to private sectors. 
• Medication is subsidised by the Commonwealth government via the PBS. 
• Health services require cooperation between public and private health care sectors.  
2.2 Medicare 
Medicare is a tax-funded universal health insurance (AIHW, 1998; Parliament of Australia, 
2004). The scheme is administered by the Health Insurance Commission (HIC). It provides 
universal access to basic health care for all permanent residents, and visitors from those 
countries with which Australia has a Reciprocal Health Care Agreement, regardless of their 
ability to pay. Key benefits covered by Medicare include: 
• Beneficiaries are eligible to access free health care to: public hospital inpatient treatment 
and accommodation; public EDs and outpatient services; surgery in public hospitals 
based on agreements between Commonwealth and state (or territory) governments. 
• Up to 85% of the schedule fee is payable for non-hospital services provided by medical 
and some allied health practitioners. 
2.3 Private Health Insurance 
PHI is a voluntary insurance scheme in Australia. It provides funding for private treatments 
in both public and private hospitals, as well as funding for some ancillary services such as 
ambulance transport, dental care, optical appliances, physiotherapy, chiropractic, and 
pharmaceutical services where the PBS does not apply (AIHW, 1998; Australian Trade 
Commission, 2009; Jane, 1999).  
PHI was the major funding for health care before Medicare was introduced in 1984. It has 
continued to be animportant source of health carefunding even after Medicare was introduced. 
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According to AIHW(2015), PHIprovided 8.3% of total health care funding during the year of 
2013-14. Thus, PHI is essential for patients to access health care provided by private 
hospitals, unless they are prepared to pay directly for the cost of private hospital care. 
2.4 Pharmaceutical Benefits Scheme 
The PBS scheme is part of the Australian National Medicine Policy. The scheme is managed 
by the Department of Health and administered by the Department of Human Services. It 
provides access to necessary, life-saving, and cost-effective medicine at an affordable price to 
all Australian permanent residents and eligible overseas visitors. The scheme initially started 
in 1948 by providing 139 ‘life-saving and disease preventing’ drugs free of charge to the 
Australian community. Since then, this program has evolved into a more mature scheme 
which subsidises over 590 drugs to people who are eligible for this scheme (Parliament of 
Australia, 2003).  
Co-payment is applicable each time this service is accessed. The current rate of co-payment 
is to pay up to $37.70 for most PBS medicines for general patients (relatively affluent people), 
and $6.10 for concessional patients; this price is subject to justification each year at 1 January 
based on the Consumer Price Index (CPI). Safety net arrangements including the general 
patient safety net and the concessional safety net are specially designed to guarantee 
affordability for those people or families who have ongoing medication requirements(PBS, 
2015).  
2.5 The Role of Governments in Health Care 
The existence of three levels of government in Australia has led to the funding and 
administration of health care being shared among these governments. However, the role of 
the local government in health care is relative minor; it is largely restricted to public health 
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measures such as water, sewerage and vermin control. Therefore, it is the Commonwealth 
and the states which play real roles in shaping how health care is delivered in Australia. 
The Commonwealth Government is the major contributor to financing health services, via 
subsidies provided for private health insurance arrangements, payments under the Medicare 
arrangements to private practitioners, and payments to the States for hospital care. According 
to Palmer (2000, pp. 9-13), their responsibilities are summarised below: 
The Commonwealth Government is responsible for the funding of Medicare, PBS, and the 
provision of financial support to patients and institutions for a range of nursing services such 
as nursing home benefits, domiciliary nursing care benefits and home nursing organizations 
benefits. Its responsibilities also include providing subsidies to PHI, family planning, blood 
transfusion service, a range of national and state community health activities, national 
HIV/AIDS strategy, national drugs strategy, national mental health strategy, and national 
women’s health program. In addition, the Commonwealth is responsible for providing 
hospital and medical services to eligible veterans, their widows and dependents. 
Traditionally, the state government share responsible for the planning and delivery of health 
care, which includes a wide range of health services and health education. Governments 
provide over 80% of the running cost and almost all of the capital cost to public hospitals, as 
well as major funding to state psychiatric and aged care facilities. The state is responsible for 
the regulation and registration of private hospitals, private nursing homes, and health 
professionals such as doctors, dentists, nurses, physiotherapists, optometrists, and 
pharmacists. In addition, the state, together with the local and other authorities,is responsible 
for immunisation programs, the surveillance of infectious disease, disease prevention 
programs, occupational health and safety, as well as environmental health protection such as 
food safety, water quality control, atmospheric pollution control, and waste disposal.  
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Although the State provides vital financial support to public hospitals, its influence on the 
internal affairs of public hospitals has been limited in the past. However, the reform of 
funding methods in cost containment during the 1980s and 1990s has seen more control of 
the State over public hospitals. This reform has led to reductions in the total stock of beds in 
public hospitals.  Recent reforms in Australia have resulted in the restoration of local control 
over hospitals with the creation of hospital and health services authorities. 
2.6 Emergency Departments 
Hospital emergency departments are a critical component of the health care system in 
Australia. They provide in-hospital urgent health care, often including after-hours medical 
services. Hospital EDs function as a pivot which, together with ambulance and aero medical 
services, forms the Emergency Health System (EHS) in Australia. 
The current advanced EHS in Australia has evolved from military emergency health care 
systems (Toloo et al., 2011b). The publication of the landmark article ‘Accidental Death and 
Disability: The Neglected Disease of Modern Society’(Committee on Trauma and Committee 
on Shock, 1966) led to the introduction of national Emergency Medical System (EMS) 
legislation in the United States with the establishment of EMS services, and the promotion of 
injury prevention strategies (Toloo et al., 2011b). This has led to the implementation of a 
systematic and strategic approach for emergency care around the world.  
In Australia, we have seen the transformation of hospital casualty departments into EDs 
during the 1980s and 1990s (Gerry FitzGerald et al., 2009). In line with this development, 
Emergency Medicine has become the new medical specialty to provide educational support 
for a systematic system development. Below are the key milestones which have been reached 
in Australia to highlight this development (ACEM, 2013):  
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• First full time Director of a ‘Casualty Department’ in Australia was appointed in 
Geelong, Victoria in 1967. 
• The Australasian Society for Emergency Medicine was established in 1981. 
• The Australasian College for Emergency Medicine was incorporated in 1984. 
• The national recognition of emergency medicine as a principal specialty was 
approved byCommonwealth Minister for Health in 1993. 
• The first appointment full Professor of Emergency Medicine at the University of 
Western Australia in 1996. 
• The first scientific journal Emergency Medicine Australasia (EMA) released first 
issue in 1989. 
• The fee-for-service emergency service provide by private hospital since 1987. 
EDs are independent units within the hospital that must have a dedicated area to provide 
reception, triage, and initial assessment. They must also provide the capacity for supporting 
life threatening conditions including mechanical ventilation (ACEM, 2002).  ‘There is a wide 
range of legislation and regulation in Australia to ensure that EDs provide safe and quality 
care to patients. For example, the Clinical Services Capability Framework for Public and 
Licensed Private Health Facilities was developed in Queensland, Australia (Queensland 
Health, 2011). This framework placed ED services provided by hospitals into one of six 
categories depending on the services offered. In line with this framework, there are clear 
definitions of the services provided at each level, as well as minimum criteria with regard to 
service, workforce, and support service requirements. ED compliance with this framework is 
closely monitored by Queensland Health District Chief Executive Officers’(He, 2012).  
In Australia, hospital EDs includes both public and private hospital EDs. The State is 
responsible for public ED planning, which may have large geographic coverage. Under the 
agreement between the Commonwealth and the State, access to public EDs is free for 
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Australians and other eligible persons. In contrast, private EDs are only located in capital 
cities and major regions (ABS, 2008e). Access to private EDs often requires out-of-pocket 
payment (Jane, 1999; Parliament of Australia, 2004). 
2.7 Private EDsas Alternatives 
The demand for public hospital EDs in Australia has experienced constant growth in recent 
years. Table 2.1 presents the data of Australian public hospitals’ ED service occasions during  
Table 2.1 Gross number of ED occasions of service in Australian public hospitals: 2000-
2001 to 2009-2010 
Year Unit NSW Vic Qld WA SA Tas ACT NT Australia 
2000-01 ‘000 1771 1144 1168 566 476 92 93 97 5407 
2001-02 ‘000 2003 1210 1220 561 469 101 95 95 5755 
2002-03 ‘000 1982 1261 1223 571 472 97 96 94 5796 
2003-04 ‘000 1986 1289 1248 580 461 101 97 102 5864 
2004-05 ‘000 2007 1318 1282 593 474 122 94 104 5993 
2005-06 ‘000 2137 1409 1304 629 496 134 100 120 6328 
2006-07 ‘000 2304 1468 1382 727 516 125 96 123 6741 
2007-08 ‘000 2418 1523 1471 778 544 143 98 125 7101 
2008-09 ‘000 2417 1538 1525 783 532 146 102 129 7172 
2009-10 ‘000 2443 1592 1578 823 555 159 107 133 7390 
Total growth % 37.9 39.1 35.1 45.5 16.6 73.3 14.8 36.7 36.7 
Annual 
growth 
% 3.7 3.8 3.4 4.4 1.8 6.6 1.6 3.6 3.6 
ACT, Australian Capital Territory; NSW, New South Wales; NT, Northern Territory; Qld, 
Queensland; SA, South Australia; Tas, Tasmania; Vic, Victoria; WA, Western Australia. 
Note: This table was retrieved From ‘Demand for public hospital emergency department services in 
Australia: 2000-2001 to 2009-2010,’ by G. FitzGerald, S. Toloo, J. Rego, J.Ting, P. Aitken and V. 
Tippett, 2012, Emergency Medicine Australia, 24, p. 73. Copyright 2012 by John Wiley andSons. 
Reprinted with permission of authors.   
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a ten-year period, which indicated a 37% total growth rate during this period and 
3.6 %growth annually. This is one of the main reasons for ED overcrowding in Australia. 
Alternatively, private hospitals provide similar acute care to Australians, so they may have 
the potential to alleviate the pressure on public hospital EDs. 
Characteristics of patients attending private hospital EDs 
A preliminary study (He, 2012) was conducted, as part of the author’s MPH dissertation, to 
describe the characteristics of patients attending private hospital EDs. The following is a 
summary of the findings based on one year’s de-identified ED data collected from four 
private hospitals in Australia (three in Brisbane and one in Melbourne). 
A total of 83279 patients attended four participating private EDs in 2010-11. Slightly over 
half (51.7%) were female, with a mean age of 52 years (see appendix 14-A, B). Age group 
varied by gender with higher attendances for males than females in the under 16; 16 to 19; 60 
to 64 and 65 to 69 age groups, whereas females were higher than males in the 80  plus groups 
(see figure 2.1).  
 
Private data: Percentage of patients attending Private EDs by age group and gender in four hospitals in Australia, 
merged data from the Wesley, St Andrew’s,Greenslopes, and Epworth hospitals 2010-11. 
Figure 2.1 Private ED Attendances by Age Group and Gender 
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The private ED presentation peaked on Mondays at 15.4%. The attendances were slightly 
higher on weekends than weekdays (14.6% Vs 14%, see appendix 14-C). The majority (about 
62%) of the presentations occurred between 08:00 and 18:00. In contrast, only about 12% of 
ED presentations were between 00:00 to 08:00 (see appendix 14-D). More than 80% of 
private ED presentations were triaged as T3 (urgent) and T4 (semi-urgent). The high acuity 
presentations with triage-1 and triage-2 were 0.1% and 6.5% respectively (see appendix 14-
E). Overall, 36.4% of private ED presentations were admitted to inpatient wards (see 
appendix 14-F).  This admission rate was strongly associated with higher level of acuity as 
indicated by the triage categories (see figure 2.2). 
 
 
Private data: Private ED attendances by triage and admission status in four hospitals in Australia, merged data 
from the Wesley, St Andrew’s, Greenslopes and Epworth hospitals 2010-11. 
Figure 2.2 Private ED Attendances by Triage and Admission Status 
More than 92% of private ED presentations were classified as compensable, which included 
75.9% with PHI, whereas 4.3% were classified as self-funded (see figure 2.3).  
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Private data: Percentage of patients attending private EDs by health insurance status in four hospitals in 
Australia, merged data from the Wesley, St Andrew’s, Greenslopes and Epworth hospitals 2010-11. 
Figure 2.3 Private ED Attendances by Health Insurance Status 
  
‘The majority (68.4%) of private ED attendances were self-referred patients. This together 
with the referral by private medical practitioner and ambulance form three major referral 
sources, which accounts for more than 89% of private ED patient’s referral sources’(He, 
2012, p. 38)(see appendix 14-G).Three quarters of private ED attendances were self 
transported (see appendix 14-H). Around 70% of private ED attendancesstayed in ED for 
four hours or less, whereas less than 5% of them stayed for longer than eight hours (see 
appendix 14-I).   
Comparison between private and public hospital EDs 
We have made a preliminary profile comparison between private and public EDs, in which 
the data from four participating private EDs were compared to the State-wide public ED data 
retrieved from the Emergency Health Research group at QUT. We understand that it is not 
appropriate to compare the private ED patients’ profiles with the state-wide public ED 
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similaritiesand differences between the profiles of private and public ED patients may make 
more extensive research valuable.  
Private hospital EDs provide similar acute services as public hospital EDs; as a result, they 
attract patients who are similar to those patients who attende public hospital EDs. This is 
evident in that the profiles of private and public EDs patients are similar in terms of the 
attendance by gender, day of week, time of day, and arrival method (see appendixes14-J, K, 
L, M).  
Expectedly, there were differences in health insurance status between private and public ED 
patients, in thatmost (76%) of private ED patients held PHI, whereas the majority (85%) of 
public ED patients were only on Medicare (see figure 2.4).This result has two implications. 
First, PHI is essential for patients to access private hospital EDs. Second, there is acertain 
amount of public hospital ED patients who also have PHI or other insurance. 
 
Public data: QLD EDIS data for 2010-11. Private data: Percentage and number of patients attending Private EDs 
by health insurance status in four hospitals in Australia; merged data from the Wesley, St Andrew’s,  
Greenslopes and Epworth hospitals 2010-11. 
Figure 2.4 Attendances of Private and Public EDs by Health Insurance 
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The distribution of patients’ ED presentations varied by age group between public and private 
hospital EDs, in which private ED presentations were higher than public in the 55  plus age 
groups, whereas public ED presentations were higher than private in age groups of under 25 
(see figure 2.5).  
 
Private data: Percentage and number of patients attending private EDs by age group in four hospitals in 
Australia; merged data from the Wesley, St Andrew’s,  Greenslopes and Epworth hospitals 2010-11. 
Public data: QLD EDIS data for 2010-11. 
Figure 2.5 Attendances of Private and Public EDs by Age Group 
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indicates that private hospital EDs are less overcrowded than public hospital EDs; thus, 
private hospital EDs have the potential to alleviate the pressure in public hospital EDs. 
 
Private data: Percentage and number of patients attending Private EDs by length of stay group in four hospitals 
in Australia; merged data from the Wesley, St Andrew’s, Greenslopes and Epworth hospitals 2010-11. 
Public data: QLD EDIS data for 2010-11. 
Figure 2.6 Attendances of Private and Public EDs by Length of Stay Group 
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these systems do not provide background to allow patients to choose emergency care between 
public and private providers. 
2.9 Summary 
This research seeks to understand the factors that influence patients’ choices between public 
and private EDs. The above context regarding how health care is financed and provided in 
Australia needs to be considered so as to enhance understanding of demand of ED services in 
Australia. As attendance at a private hospital ED is a natural way for patients to access the 
private health system, PHI may be essential for patients to consider the use of a private ED at 
the time of emergency. In addition, the awareness of the services provided by private hospital 
EDs, their quality, and the accessibility of such services may also be crucial issues that may 
influence patients’ choice between public and private hospital EDs.Furthermore, private 
hospital EDs provide similar acute services to public hospital EDs, and they are less crowded 
than public hospital EDs. Therefore, private hospital EDs has the potential to alleviate the 
pressure in the public system. 
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Chapter 3: Factors Affecting Demand for Hospital Emergency 
Departments 
Factors that affect demand for emergency health care are complicated and multifaceted. The 
preliminary study included an extensive literature review to identify those factors that appear 
to influence the growing demand for emergency health care, and to describe their 
interrelationship. Multiple databases (PubMed, ProQuest, Academic Search Elite and Science 
Direct) were searched for relevant articles. In addition, relevant publications from the 
Australian Bureau of Statistics, the Australasian College for Emergency Medicine, the 
Australian Institute of Health and Welfare, the Private Health Insurance Administration 
Council, the Productivity Commission, and the Queensland Ambulance Service, were 
retrieved via Google. The results have been published (He, 2012; He et al., 2011), and below 
is a summary of these results:  
3.1 Health Need Factors 
Health need factors include individual health needs, individual perceptions and societal 
factors. Individual health need factors, including morbidity, injury, and other health related 
factors, appear to be the primary predictors of ED utilization (Bazargan, Bazargan, & Baker, 
1998; Cherpitel, 1999; McCusker, Karp, Cardin, Durand, & Morin, 2003; Wolinsky et al., 
2008). A qualitative study (Ragin et al., 2005) of 1,579 patient interviews from 28 US 
hospitals found that medical necessity was the most frequently cited reason (95%) for 
patients attending EDs. A cross-sectional study by Bazargan et al.(1998) involving 998 low-
income elderly African Americans found that poor health was associated with an increased 
demand for ED use.  
Individual perceptions influence patients’ demand for ED service. Among these perceptions, 
perceived severity of the condition(Baker, D. W., Stevens, & Brook, 1995; Callen, Blundell, 
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& Prgomet, 2008;Selasawati, Naing, Wan Aasim, Winn, & Rusli, 2007)was found to be the 
most frequently identified.Other perceptions include the perceived quality of care provided 
by EDs(Lee et al., 2000; Ragin et al., 2005), current perceived symptoms (Backman, 
Blomqvist, Lagerlund, Carlsson-Holm, & Adami, 2008), and perception of convenience 
(Ragin et al., 2005). Patient beliefs play a role in demand for ED service. A study by 
Bazargan and colleagues (1998) found that people who believed that their health was 
determined by the ‘function of external forces’ or the ‘power of the medical personnel’  had 
an increased demand for ED service. 
The reasons given in explaining ED use for non-urgent conditions varied between health 
professionals and patients.  A survey (Masso, Bezzina, Siminski, Middleton, & Eagar, 2007) 
of five EDs in Australia found that health professionalsemphasised cost and access issues, 
whereas patients accentuated medical acuity and complexity issues. 
Societal factors include population growth, ageing, and seasonal influences. A comparative 
descriptive study by Meggs et al.(1999)found that increase in demand for ED service went 
hand in hand with the growth of population; however the growth of population was slower 
than the growth of ED service demand. In addition, the study found evidence of increased 
admission, increased acuity and increased length of stay of ED patients, which might indicate 
that the population was also ageing over the same period. In this study, the increased ED 
demand was due not only to population growth, but also to population ageing. 
Seasonal influences include disease outbreaks and heat waves. Studies demonstrated that 
influenza outbreaks contributed to ED overcrowding, ED ambulance diversion(Schull, M. J., 
Mamdani, & Fang, 2004), and increased ED use for major influenza related (MIR) infection 
among elders (Schull, Michael J., Mamdani, & Fang, 2005). A study by Knowlton and 
colleagues (2009)found that heat waves were associated with significant increases in ED 
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presentation, particularly among elders (≥65 years of age) and very young children (0—4 
years of age).  
3.2 Predisposing Factors 
The pattern of ED use varies among different age groups. A study by Cunningham and 
colleagues (1995) found a tendency for very young children (0-2 years of age) to use ED for 
non-urgent illness. A retrospective cohort study(Shiber, Longley, & Brewer, 2009)found that 
ED hyper-users (defined as those who had ≥ 35 ED visits over 3 years) were significantly 
older than non-hyper-users. In general, older people tended to using EDs more frequently 
(Baker, D. W., Stevens, & Brook, 1996) and for cerebrovascular conditions (Downing & 
Wilson, 2004), whereas younger people tended to using EDs for non-urgent 
conditions(Rajpar, Smith, & Cooke, 2000b) and injury (Ziv, Boulet, & Slap, 1998). In 
addition, younger people were more likely to identify EDs as their usual source of care (Lang 
et al., 1997). 
The pattern of ED use varies by gender. Studies suggested that males wereassociated with 
using EDs more frequently (Milbrett & Halm, 2009) and withrepeated ED use among older 
users, aged ≥75 years (McCusker, Healey, Bellavance, & Connolly, 1997). Males were also 
associated with using EDs for non-urgent illness (Butler, 1998; Selasawati et al., 2007), and 
identifying EDs as their usual source of care (Walls, Rhodes, & Kennedy, 2002). 
Studies suggested that the use of ED was influenced by health insurance status.In USA 
studies, patients with public insurance such as Medicaid (Fuda & Immekus, 2006; Kushel, 
Perry, Clark, Moss, & Bangsberg, 2002) and Medicare (Hunt, Weber, Showstack, Colby, & 
Callaham, 2006)were more likely to be frequent ED users.People without health insurance or 
with public insurance were more likely to use ED for non-urgent illness(Brim, 2008). 
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Uninsured people were also more likely to use ED for ambulatory care(Pontes, Pontes, & 
Lewis, 2009)and identify the ED as their regular source of care(Walls et al., 2002).  
Studies showed that socio-economic disadvantage (SED) was associated with increased ED 
use. In general, low income earners(Benjamin, Helen, & Troyen, 2003; Gifford et al., 2000), 
homeless people(Larson, Saitz, Horton, Lloyd-Travaglini, & Samet, 2006; Verlinde et al., 
2010)and people without partners(Simmons, Anderson, & Braun, 2008)were associated with 
frequent ED use. In particular, having a low income (O'Brien et al., 1997) or being homeless 
(Lang et al., 1997)was associated with using the ED as a regular source of care. 
In addition, ED use was also influenced by other factors, such as availability of appropriate 
care, social support, and level of education.A study by Sadowski and colleagues (2009) found 
that the implementation of more comprehensive interventions such as housing and case 
management among homeless people resulted in fewer ED visits.  
Social support influences the use of ED. A study by Lang and colleagues (1997) suggested 
that a lack of social support was associated with identifying EDs as the regular source of care. 
Another study by Byrne and colleagues (2003) found that people with a lower level of 
perceived social support were more likely to use EDs frequently. The level of educational 
attainment influences people’s demand for ED service. A study by Fan and colleagues (2011) 
found that people living in rural areas with an education standard higher than high school 
were more likely to have at least one ED visit over one year. 
3.3 Policy Factors 
National health policy is an important factor in influencing demand for emergency care. First, 
policy determines the number of hospitals relative to the population, the geographic location 
of hospitals, and the accessibility of primary care. Second, policy defines how health care is 
funded by provision of public insurance to the society. Studies suggested that having poor 
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access to primary care(Simmons et al., 2008) and poor continuity of care (Ionescu-Ittu et al., 
2007)were significantly associated with increased ED use.However, another study by 
Cunningham and colleagues(2006) found that the improvement of primary care accessibility 
appeared to reduce ED use for poor and low-income people, but increase ED use among 
high-income people. 
Hospital geographic location may influence the use of ED. A study by Lishner and colleagues 
(2000) suggested that elderly people living in urban and non-remote rural areas were more 
likely to visit the ED than their remote rural counterparts. Another study by Chiou and 
colleagues (2010) found that inappropriate ED use occurred more frequently in larger 
hospitals. Cunningham and colleagues (2006) suggested that higher ED use tended to happen 
in communities where there were more hospital EDs relative to the population. 
Health policy changes lead to an increase of ED use. In the USA, more than 50,000 Medicaid 
beneficiaries lost their public health insurance cover as a result of the implementation of the 
Oregon Health Plan 2003.  A study (Lowe, McConnell, Vogt, & Smith, 2008) to evaluate the 
impact of this policy change found a continued increase of ED use by uninsured people. 
3.4 Related Issues of ED Utilisation 
Patients visiting EDs for non-urgent illness have often been titled ‘inappropriate ED users.’ 
However, such a title is based on the perspectives of health professionals.Although the 
conditions for which patients sought care at EDs were deemed to be non-urgent by health 
professionals, the majority of ED patients perceived their problems as urgent (Gill & Riley, 
1996; Masso et al., 2007). Another issue is that people from a socio-economically 
disadvantaged background may be higher ED users for non-urgent illness. A study by 
Cunningham and colleagues (1995) confirmed that this was the case; however, it only 
accounted for a minority of users.  
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It has also been shown that socio-economic disadvantage is associated with frequent ED use 
and these frequent ED users account for a disproportionate number of total ED visits (Hunt et 
al., 2006; Mandelberg, Kuhn, & Kohn, 2000). There is a question as to whether the failure of 
other parts of the health care system leads some patients to rely heavily on EDs for their 
health care needs. However, studies suggested that frequent ED users were sicker than 
infrequent ED users (Benjamin et al., 2003; Byrne et al., 2003)and that these patients were 
also heavy users of other parts of  the health care system(Byrne et al., 2003; Williams et al., 
2001). 
3.5 Critique and Comments 
No causal relationship between explanatory variables and ED utilisation has been established 
based on the literature review. However, factors such as individual health need factors, 
individual perceptions, and primary care accessibility were determined to be the key factors 
in explaining the common trends of ED utilisation. 
Health need factors are the primary predictors of ED use, and are strongly linked to frequent 
ED use. It is confirmed that frequent ED users were sicker,and therefore using primary care 
and other parts of the health care system more heavily than infrequent ED users. It is also 
confirmed that limited access to primary care was associated with high ED utilisation, and 
linked to using EDs for non-urgent illness. 
Social-economic status (SES) influences ED use. As people with socio-economic 
disadvantages often have limited access to primary care, they use EDs disproportionately and 
use EDs for non-urgent illness. Future public policy initiatives in addressing the issue of 
increasing ED demand may target people with socio-economic disadvantages to address their 
accessibility of primary care. 
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Chapter 4: The Conceptual Understanding of ED Demand 
4.1 Introduction 
This study aims to understand what factors may influence the choice between private and 
public hospital EDs for patients with PHI in Australia. As is clearfrom the preliminary 
literature review (2011), the factors affecting ED utilisation are complicated and multifaceted. 
They include health need factors: individual health needs (morbidity, injury and health 
related factors), individual perceptions (perception of illness, quality of care, and benefits), 
and societal factors (population growth and ageing, seasonal influences). They also include 
predisposing factors: age, gender, health insurance status, and socio-economic status. Finally, 
they also include policy factors: insurance and rebate policy, hospital size and type, hospital 
geographic location and population catchment.  
Although these factors are important in explaining ED demand in general, they do not 
provide a comprehensive description of the psychosocial pathway behind patients’ choices 
between private and public hospital EDs. The major health behaviour models, which include 
the Health Belief Model (HBM), the Health Service Utilization Model (HSUM), the Theory 
of Reasoned Action (TRA) and the Theory of Planned Behaviour (TPB), Protection 
Motivation Theory (PMT), Social Cognitive Theory (SCT), the Transtheoretical Model 
(TTM), and the Precaution Adaptation Process Model (PAPM) are widely used in explaining 
health-related behaviours such as exercise, smoking cessation, and health service utilisation. 
These models may provide a comprehensive understanding of health service seeking 
behaviour, and in particular, in this context, an understanding of the seeking of ED service at 
a time of emergency.  
28 
This chapter will review the above health behavioural models in order to establish a 
theoretical construction to enhance the understanding of and explain the patients’ choices 
between private and public hospital EDs in Australia. 
4.2 Health Belief Model 
Aiming to explain the failure of people participating in a disease detection and prevention 
program, the HBM was developed by a group of US psychologists in the 1950s as a 
theoretical framework to enhance the study (Glanz, Rimer, & Viswanath, 2008, pp. 46-50; 
Gochman, 1997, pp. 72-74). Later, this model was widely accepted and implemented in 
various circumstances to explain health-related behaviours such as participating in a pap 
smear test (Allahverdipour & Emami, 2008; Ben-Natan, M. & Adir, 2009; Guvenc, Akyuz, & 
Açikel, 2011), adherence to prescription drugs (Ben-Natan, Merav & Noselozich, 2011; 
McGinley, 2004), osteoporosis prevention behaviour (Edmonds, Turner, & Usdan, 2012; 
Gammage & Klentrou, 2011), and breast self-examination (Jirojwong & MacLennan, 2003; 
Norman & Brain, 2005; Noroozi, Jomand, & Tahmasebi, 2011; Petro-Nustus & Mikhail, 
2002; Tsangari & Petro-Nustas, 2012). 
Four major concepts were introduced to form the basis of the model in illustrating cognitive 
pathways to explain the behaviour. These constructs are perceived susceptibility, perceived 
severity, perceived benefits, and perceived barriers. In addition, cues to action explain that an 
action can be triggered by special signals such as media publicity, if a person was willing to 
act.  Later, self-efficacy was added into the model to increase its explanatory power. These 
concepts are defined as follows (Conner & Norman, 2005, pp. 29-30; Glanz et al., 2008; 
Gochman, 1997): 
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• Perceived susceptibility refers to personal beliefs about the likelihood of contracting an 
illness. The domain of this concept includes the likelihood of influence by the disease and 
the acceptance of a medical diagnosis in the case of an established disease. 
• Perceived severity refers to personal beliefs about the seriousness of contracting an illness. 
The domain of this concept includes clinical consequences such as death, disability, and 
pain if left untreated; and social consequences such as employment, social and family 
lives.  
• Perceived benefits refer to personal beliefs about the effectiveness of an action in 
reducing the threats (including both perceived susceptibility and severity). The dimension 
of benefits includes both clinical and nonclinical benefits. As such, clinical benefits will 
be the reduction of the threat from the disease, and nonclinical benefits will be social 
psychological benefits such as putting on sunscreen to please a family member. 
• Perceived barriers refer to the potential obstacle that preventsparticipation in a particular 
health action. The dimension of barriers includes financial cost, danger from the action 
such as side effects, and unpleasantness from pain. 
• Self-efficacy refers to one’s ability to fulfil a particular health action in order to produce 
the outcome.  
While perceived threats (both perceived susceptibility and severity) provide motivation in 
undertaking a particular health action, perceived benefits may be persuasive and increase 
one’s intention of participating in particular health actions. Self-efficacy serves as a personal 
facilitator or hindrance, and thus has an impact on the decision regarding the action taken. 
The other variables, such as demographic variables, may influence health-related behaviour 
indirectly by affecting the individual’s perceptions.  
In relation to the current study, the HBM may provide essential concepts in understanding 
patients’ choices between private and public EDs at the time of emergency. For example, 
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perceived susceptibility and severity may be essential for patients to consider seeking help 
from an ED. By weighing the benefits and barriers, such an action may eventually be defined. 
4.3 Health Services Utilisation Model 
Developed in late 1960s and 1970s, the HSUM was formulated by Andersen and Newman to 
study the factors that influence the utilisation of variations of health care (e.g. hospital, 
physician, dentist, psychologist) (Gochman, 1997, pp. 153-159). In the initial model of the 
HSUM, Andersen mainly focused on individual determinants of health care utilisation. He 
categorised independent variables into three factors: needs factors, predisposing factors, and 
enabling factors. Need factors include health status and illness. Predisposing factors include 
family composition (family size, gender, marital status, age of family head, ages of oldest and 
youngest family members), social structure (employment, social class, education of family 
head, ethnicity, race), and health beliefs (value of health services, attitude toward health 
services, knowledge of disease).Enabling factors include family resources (income, health 
insurance) and community contributions such as physicians and hospital bed ratios. Ten years 
later, an extended model of HSUM was developed, in which variables of technology and 
norms (representing societal determinants) and resources and organization (representing 
health care system determinants) were included in order to be more responsible to societal 
and policy change.  
The limitation of the model is that it does not include sufficient variables in describing 
cognitive pathways, which may restrict its application to a much wider research area (e.g., 
health-related behaviours). However, the HSUM provides comprehensive guidelines for 
health service utilisation research. It would be useful in conjunction with other health 
behaviour models for the current study. 
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4.4 Theory of Reasoned Action and Theory of Planned Behaviour 
TRA and TPB were developed in the 1970s by Fishbein and Ajzen(Glanz et al., 2008, pp. 68-
72). Both models assumed that individuals’ rational decisions regarding the expected health 
behaviours were based on their beliefs and knowledge. The significant contribution of these 
models is that the concept of behavioural intention is introduced and used as major predictor 
in explaining an individual’s health behaviour. Since then, these models have become very 
popular and used in predicting exercise (Abraham & Sheeran, 2004; Armitage, C. J., 2005; 
Baker, C. W., Little, & Brownell, 2003; Blanchard, 2008; Brickell, Chatzisarantis, & Pretty, 
2006), safe sex behaviours (Armitage, Christopher J. & Talibudeen, 2010; Molla, Astrøm, & 
Berhane, 2007), eating behaviours (Conner, Norman, & Bell, 2002; Gratton, Povey, & Clark-
Carter, 2007), heavy episodic drinking (Collins & Carey, 2007), and breastfeeding behaviour 
(McMillan et al., 2009). 
 TPB is an extended model of TRA, in which perceived behaviour control, defined as how 
likely a individual would be to engage in a health behaviour required for the expected health 
outcome in a supportive environment, was included in order to make the model more 
responsible to non-volitional controlled behaviour. In addition, both models assumed that 
behavioural intention was determined by individual attitude towards behaviour and perceived 
social norm.  
In relation to the present study, TRA and TPB provide useful themes in constructing the 
predicting model in explaining patients’ choices between private and public EDs. 
4.5 Protection Motivation Theory 
PMT was developed by Rogers in 1975 to evaluate the impact of fear on behavioural change. 
Subsequently this model has been extended and has become a social cognitive model, in 
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which it focuses on underlining cognitive process (threat appraisal and coping appraisal) that 
influence behavioural change (Conner & Norman, 2005, pp. 81-82).  
According to Gochman(1997, pp. 113-118), health behaviours, both maladaptive response 
(unhealthy behaviour such as smoking) and adaptive response (expected behaviour such as 
smoking cessation), are the function of a combination of threat appraisal and coping appraisal. 
Three main concepts are used for threat appraisal: severity, vulnerability, and rewards from 
maladaptive response (including intrinsic rewards such as physical and psychological 
pleasure, and extrinsic rewards such as peer approval). People are more likely to be 
maladaptive if they perceive the rewards to override the threats.  
On the other hand, adaptive response is evaluated by coping appraisal, in which self-efficacy, 
response efficacy (defined as effectiveness of recommended coping response), and the cost of 
the adaptive response was introduced for appraisal. People are more likely to accept 
recommended behaviour if they perceive the behaviour to be effective and they have the 
ability to fulfil it. 
The advantage of this model is that it does not assume people’s decisions regarding health 
behaviour are rational. This explains the ‘boomerang’ interaction effect found in the research 
(Gochman, 1997, p. 118). A typical example of this ‘boomerang’ interaction effect is that 
people are more likely to stop smoking if they perceive a threat from such behaviour. 
However, if they simply believe that they cannot cope with such adaptive behaviour, as that 
threat becomes greater, people actually smoke more. 
PMT is specially designed to illustrate the underlying cognitive mediating process to explain 
health behavioural change. This may limit its application in explaining patients’ choices 
between private and public EDs. However, the theme response efficacy may be useful for the 
current study.  
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4.6 Social Cognitive Theory 
SCT provides a comprehensive framework to demonstrate how individuals’ health 
behaviours are influenced by subjective cognitions, interpersonal interaction, and interaction 
between humans and the environment (Glanz et al., 2008, pp. 170-172). Key concepts of the 
model include self-efficacy, outcome expectation, reciprocal determinism, collective efficacy, 
observational learning, incentive motivation, facilitation, and self-regulation. Among these 
concepts, self-efficacy has already been integrated into other health behavioural models. 
Other concepts such as outcome expectation, observational learning, incentive motivation, 
facilitation, and self-regulation may be useful for the current study.  
4.7 An Integrated Model of Health Behaviour 
An integrated model of health behaviour was constructed based on the similarity of major 
health behaviour models. According to Gochman(1997, pp. 143-148), an integrated model 
was formulated by using the components of TPB as a template, as the constructions of TPB 
cover major constructions of other models. This integrated model categorised major 
psychological factors that influence health behaviours into five basic building blocks, namely: 
(1) outcome expectancy, (2) outcome value, (3) self-efficacy expectancy, (4) intention, and (5) 
habitual cue-based responses. This attempt at integrating major health behaviour models 
provides a good example of how these models can be integrated. 
4.8 Stage of Change Models 
According to Weinstein (1988), the above described models assumed that  the probability of 
adapting a healthy behaviour is the algebraic function of the individual’s knowledge, beliefs, 
intention, and motivation, relying on a ‘single prediction equation,’ in which the variables 
included in the equation and the interaction between them are assumed to be constant during 
the process of health behaviour change. In order to overcome this limitation, stage of change 
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models emerged during the 1970s and 80s; among them, the Transtheoretical Model and 
Precaution Adoption Process Model received the most research attention. 
4.8.1 The Transtheoretical Model 
The Transtheoretical Model (TTM)(Prochaska, J. O. & Velicer, 1997) asserts that the process 
of behaviour change is a complex course with different stages along different points of the 
processing period which, in combination with 10 processes of change, form the core 
construction of the model. This model divides stages of change into precontemplation, 
contemplation, preparation, action, and maintenance; and defines ten processes of change as 
consciousness raising, dramatic relief, self-re-evaluation, environmental re-evaluation, self-
liberation, helping relationships, counter conditioning, reinforcement management 
(contingency management), stimulus control, and social liberation. These concepts are 
defined as follows (Glanz et al., 2008, pp. 97-117): 
• Precontemplation refers to the participants who have no intention to adopt healthy 
behaviour within the next 6 months. 
• Contemplation refers to the participants who intend to adopt healthy behaviour within the 
next 6 months. 
• Preparation refers to the participants who intend to adopt healthy behaviour within the 
next 30 days. 
• Action refers to the participants who have adopted healthy behaviour for less than 6 
months. 
• Maintenance refers to the participants who have adopted healthy behaviour for more than 
6 months. 
• Consciousness raising refers to the increase of individual awareness regarding the causes 
and consequences of a specific hazardous behaviour. 
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• Dramatic relief refers to the relief of potential harm if appropriate action can be taken. 
• Self-re-evaluation refers to a cognitive assessment of one’s appearance regarding the 
adaptation or refusal of a specific healthy behaviour. 
• Environmental re-evaluation refers to a cognitive assessment of social environment in 
relation to the adaptation or refusal of a specific healthy behaviour. 
• Self-liberation refers to one’s ability to fulfil one’s commitments. 
• Helping relationship refers to the establishment of social support. 
• Counter conditioning refers to the replacement of hazardous behaviour with some 
transformation stage tactics. 
• Reinforcement management (contingency management) refers to the strategy required; 
for example, rewards for the reinforcement of healthy behaviour. 
• Stimulus control refers to the control of the cues that can lead to the unhealthy behaviour. 
• Social liberation refers to choosing social environments that enhance the adaptation of 
healthy behaviour. 
The TTM model assumes that change in health behaviour is a process that occurs in stages 
and the factors that facilitate the stage transitions may be varied from stage to stage. The 
above described processes of change work as the predictors in the equations to facilitate stage 
transition. As we can see, the concepts described in the processes of change are similar to the 
concepts described in the non-staged health behaviour theories such as HBM, TRA, and TPB. 
For example, consciousness-raising is similar to susceptibility and severity; dramatic relief is 
similar to benefits and outcome expectations; dramatic relief, self-re-evaluation, and 
environmental re-evaluation are also similar to outcome expectations; social liberation and 
helping relationship are similar to social support. The advantage of using the TTM model for 
health behaviour research is that it provides detailed understanding of stage differences 
among participants (Devries & Backbier, 1994; DiClemente, C. C. & Prochaska, 1982; 
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DiClemente, Carlo C. et al., 1991; Prochaska, James O. & DiClemente, 1983; Rakowski et al., 
1992). The TTMhas been popular and used in health behaviour research such as smoking 
cessation (Devries & Backbier, 1994; DiClemente, C. C. & Prochaska, 1982; DiClemente, 
Carlo C. et al., 1991; Prochaska, James O. & DiClemente, 1983; Prochaska, James O., 
DiClemente, Velicer, Ginpil, & Norcross, 1985; Prochaska, James O., DiClemente, Velicer, 
& Rossi, 1993), as well as in mammography adaptation (Rakowski et al., 1992; Skinner, 
Strecher, & Hospers, 1994) and dietary behaviour (Campbell et al., 1994).  
4.8.2 Precaution Adoption Process Model 
Similar to the TTM, the Precaution Adoption Process Model (PAPM) holds the assumption 
that there are qualitatively different stages along the precaution adoption process and the 
strategies for interference may vary from stage to stage (Weinstein, 1988). However, the 
defined stages in PAPM are quite different from those in the TTM. According to Weinstein 
(1998), the PAPM divides the precaution adoption process into seven stages: stage 1, 
participants are unaware of the health issue; stage 2, the participants are aware of the health 
issue, however are not engaged by it; stage 3, the participants enter the decision-making stage, 
but have not reached a decision; stage 4, the participants have decided not to take any action; 
stage 5, the participants have decided to adopt the precaution; stage 6, the initiation of the 
healthy behaviour; stage 7, the healthy behaviour has been maintained over time. The PAPM 
in combination with non-stage models such as HBM has been widely accepted and used for 
health research such as home radon testing (Sandman & Weinstein, 1993; Weinstein, Lyon, 
Sandman, & Cuite, 1998), osteoprotective behaviour (Blalock et al., 1996; Elliott, Seals, & 
Jacobson, 2007), meat consumption behaviour (Sniehotta, Luszczynska, Scholz, & Lippke, 
2005); and providing much comprehensive information in supporting the stage theory 
models(Blalock et al., 1996; Sniehotta et al., 2005; Weinstein, Lyon, et al., 1998).  
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4.8.3 Application of the stage of change models in current research 
The stage of change models may provide basic concepts in temporal dimensions, which may 
be helpful for current research. For example, the awareness and understanding of health 
services structures and providers, particularly emergency service structures in Australia and 
how theyare provided, may have an influence on patients’ choice between public and private 
EDs. 
4.9 Summary of Health Behaviour Models 
The health behaviour models described in this chapter have been summarised and presented 
in the followingTable 4.1. 
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Table 4.1: Summary of Health Behaviour Models/Theories 
Model Core Construct Application Relevant to current study 
and concepts 
Health Belief Model  The adoptation of the healthy 
behaviour is influenced by weighing 
the balance among threats, benefits 
and barriers 
Health related 
behaviour 
research 
Perceived susceptibility 
Perceived severity 
Benefits 
Barriers 
Cues to action 
Health Services 
Utilisation 
Behaviour 
The demand for health service is 
influenced by individual 
determinants, societal determinants, 
and health care system 
determinants 
Health care 
service 
utilisation 
research 
Providing basic structure 
for current study 
Theory of Planned 
Behaviour 
The adoption of healthy behaviour is 
influenced by their beliefs and 
knowledge 
Health related 
behaviour 
research 
Behavioural intention 
Attitude 
Perceived behaviour 
control 
Protection 
Motivation Theory 
The adoptation of healthy behaviour 
is the function of a combination of 
threat appraisal and coping appraisal 
Health related 
behaviour 
research 
Response efficacy 
Social Cognitive 
Theory 
The adoptation of healthy behaviour 
is influenced by subjective 
cognitions, interpersonal interaction, 
and interaction between humans 
and the environment 
Health related 
behaviour 
research 
Self-efficacy 
Outcome expectation 
Observational learning 
Incentive motivation 
Facilitation 
Self-regulation 
The stage of change 
models (TTM and 
PAPM) 
The models assume that the 
adoptation of healthy behaviour is a 
complex course with a series of 
distinct stages  
Health related 
behaviour 
research 
Temporal dimension 
Awareness of a health 
issue 
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4.10 Application of Theoretical Models to this Study 
The health behaviour models are divided into non-stage models and stage models. All of the 
non-stage models share an assumption that individuals’ beliefs and knowledge influence 
health behaviour. This assumption may be identified particularly easily in HBM and PMT. 
For example, the concepts of perceived severity, susceptibility, benefit, and barriers in HBM; 
and concepts of perceived severity, vulnerability, and response efficacy in PMT are all about 
individuals’ beliefs and knowledge. Though it may not seem so obvious, the concept of 
attitudes towards behaviour in TRA and TPB is still closely related to individuals’ beliefs and 
knowledge. 
While the non-stage models share a similar assumption, they also share a similar recognition 
process for behavioural domination. The only difference may be that some focus on cognition 
itself, while others focus on the cognition pathway. For example, perceived threat, benefit, 
and barriers in HBM; attitudes toward behaviour, subjective norm, and perceived behavioural 
control in TRA and TPB; and social norm, outcome expectation, and self efficacy in SCT are 
all about the cognition of consequences and the importance of such consequences regarding 
engaging or not engaging in a specific behaviour. In comparison, threat appraisal and coping 
appraisal in PMT shift the focus from cognition itself to the cognition pathway.  
Based on the above two points, the non-stage models discussed here are fundamentally and 
conceptually similar models in explaining health behaviour, even though the constructs of the 
models may differ. As acknowledged and evidenced by Cumming et al. (1980), though the 
constructs of the models may be labelled differently, they are identical conceptually (Conner 
& Norman, 2005, p. 16).  
The fundamental similarities and differences in constructs among the non-stage models may 
indicate a benefit and an opportunity for combining the themes from these models for the 
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current study. While perceived severity and susceptibility is essential for ED demand, 
attitudes towards behaviour and therefore intention may be important predictors for patients’ 
choices between private and public EDs.Self-efficacy is a behavioural facilitator or hindrance 
and social norms and response efficacy influence individuals’ attitudes; therefore these 
should also be included in the model in explaining ED patients’ behaviour. In addition, 
perceived benefits and barriers may be powerful themes in understanding the choices 
between private and public EDs for patients with PHI in Australia. 
In addition to the non-stage models, the concept of temporal dimension, such as awareness of 
certain health services proposed by the stage models, may also need to be considered for the 
construction of explanatory variables for the current study. 
Among those themes that influence patients’ ED demand for emergency care, perceived 
benefits and barriers are the critical themes in influencing patients’ choices between public 
and private hospital EDs.In particular, the patients’ perceived benefits include the perceived 
quality of care and their previous ED experience. Patients’ perceived barriers include waiting 
times and out-of-pocket payments that occurred when accessing the service. 
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Chapter 5: Research Methods 
5.1 Research Design 
This study embraced a mixed methods approach, an exploratory sequential design in three 
phases: first, an in-depth interview was applied to explore patients’ perceptions as to the 
factors that influenced their choice of location for acute medical care; second, the factors 
identified were used to design and validate a survey questionnaire; and finally, the 
questionnaire was applied to test the relative contribution of those factors to the decision-
making process and to answer the main research questions. 
The principal aim of this study is to identify the factors that influence PHI holders’ choices 
between public and private EDs at the time of an emergency. The specific objectives were: 
• To determine the factors that influence the patients’ choices between private and 
public EDs. 
• To quantify the impact of different factors influencing patients’ choices between 
public and private EDs. 
• To understand the current situation in ED demand and options for future policies.  
The first phase of the study was a qualitative exploration of patients’ perceptions regarding 
their choice between public and private EDs in which text data was collected from convenient 
small samples at both public and private hospital EDs in Australia. The findings of this initial 
exploration were used in the construction of a questionnaire that was applied to a large 
sample of patients. In the quantitative phase, a series of hypotheses generated from the initial 
qualitative study were tested by collecting quantitative data from participants at both public 
and private hospital EDs in Australia. 
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5.2 Philosophical Foundation 
Exploratory sequential mixed method design is a kind of mixed method research (Creswell & 
Plano Clark, 2011, pp. 5-10), in which both qualitative and quantitative data are collected and 
analysed based on the research question; a qualitative strand is then chosen as the initial study, 
which informs and builds on to a quantitative study. This method has been widely accepted 
by health research; it is useful to first explore the perceptions or knowledge and then 
generalise this knowledge into a large population (Jones-Harris, 2010; Keeney, McKenna, 
Fleming, & McIlfatrick, 2010; Khalid, 2013; Lecroy & Whitaker, 2005; Mbuagbaw, Ongolo-
Zogo, & Thabane, 2013; Nicholls & Southern, 2012; Praditsathaporn, Chandanasotthi, 
Amnatsatsuee, Nityasudd, & Sunsern, 2011). The technique used for qualitative data 
collection can vary from in-depth interview (Jones-Harris, 2010; Khalid, 2013; Nicholls & 
Southern, 2012) to focus groups (Keeney et al., 2010; Lecroy & Whitaker, 2005; Mbuagbaw 
et al., 2013), or a combination of both techniques (Praditsathaporn et al., 2011), in which the 
choices between in-depth interview and focus groups are based on whether the research 
priority is to provide in-depth exploration of the topics or a breadth of the topics (Jones-
Harris, 2010).  
The thematic analysis was chosen for qualitative data analysis for most of the above research 
with only one exception, where content analysis was chosen for the statement development 
(Khalid, 2013).  
The second stage (quantitative study) of these studies was informed by the initial studies. 
However, based on the research questions that need to be answered, researchers either gave 
the priority to the quantitative study when the importance of the research was to generalise 
initial findings into a large population (Keeney et al., 2010; Lecroy & Whitaker, 2005; 
Mbuagbaw et al., 2013; Praditsathaporn et al., 2011), or gave equal priority to both 
qualitative and quantitative study when both findings are important, therefore integrated 
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interpretations were given to draw a conclusion (Jones-Harris, 2010; Khalid, 2013; Nicholls 
& Southern, 2012). 
As the design of this study has elements of both qualitative and quantitative approaches, the 
philosophical stances behind each phase of the study are fundamentally different from each 
other. According to Creswell and Plano Clark (2011, pp. 40-43),constructivism informs 
thequalitative phase, in which knowledge or understanding of phenomena are constructed and 
shaped by the perspectives of individuals who participated in the study.  Therefore, multiple 
perspectives are constructed from a ‘bottom up’ process. In contrast, postpositivism informs 
the quantitative phase, in which knowledge is developed and refined based on empirical 
observation and rigorous measurements. Therefore, a single reality is formed from a ‘top 
down’ process, such as determinism (cause and effect inference), reductionism (focusing on 
selected variables), rigorous measurements, and theory verification.  
Although the philosophical stances behind qualitative and quantitative approaches are 
fundamentally different, it is legitimate that these philosophical stances can be combined in a 
mixed method approach and the philosophical stances can be shifted from one phase to 
another (Creswell & Plano Clark, 2011, p. 87). A mixed methods design provides advantages 
that any single approach will not. In the qualitative phase of our design, multiple perspectives 
can be thoroughly constructed and nothing is taken as grounded at this stage; when the 
process shifts from qualitative to quantitative, the hypotheses generated by qualitative 
approach will be generalised and verified and therefore will have the statistical power to 
make an influence to the population being studied regarding the research findings.  
The major health behaviour models provide theoretical understanding of cognitive 
perspectives regarding the patients’ choices between public and private hospital EDs. These 
theories will be used to inform the selection of the variables constructed by the qualitative 
study during the phase of questionnaire development.  
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5.3 Research Process & Procedure 
This research collects both qualitative and quantitative data in a single study, organising the 
procedures in sequential design, with qualitative inquiry building on the quantitative strand. 
In particular, the exploratory sequential design is chosen for two reasons: (1) the variables in 
question are unknown, (2) instruments are not available (Creswell & Plano Clark, 2011, p. 
86). 
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Figure 5.1 Diagram of the Procedure 
First phase (qualitative inquiry) 
• Purposive sampling 
• In- depth interview  
• Text data collection (audio recorded and field 
notes) 
• Script transcription 
• Code, categories, and themes development 
 
Second phase (questionnaire development) 
• Variables selection and statement development 
• 5 point-likert scale development 
• Questionnaire validity and consistency 
Third phase (quantitative inquiry) 
• Purposive sampling 
• Size of sample 
• Quantitative data collection 
• Data cleaning 
• Descriptive statistics (frequency analysis) 
• Bivariate analysis 
• Multivariate analysis (e.g. regression) 
46 
5.4 Qualitative Study 
The primary aim of the qualitative study is to gather patients’ perceptions that may influence 
their choices between public and private EDs.The specific objectives included: 
• To explore the perceptions that influence the patients’ choices between private and public 
EDs. 
• To determine the key perceptions behind patients’ choices between public and private 
EDs. 
This qualitative study was conducted at the public Emergency Department of the Royal 
Brisbane and Women’s Hospital (RBWH) and private Emergency Centre of St Andrew’s 
War Memorial Hospitalin Brisbane, Queensland. These EDs were chosen because their 
convenient locations enabled easy access, because they serve the same geographical area, and 
because the hospitals were willing to participate.  
The study explored the perceptions of patients holding PHI who attended either of these 
hospitals. This study used purposive sampling, in which participants were recruited based on 
their status as emergency patients (both public and private) with PHI, and who were English 
speakers, aged 18 years or over, and able to make informed consent (this was informed by 
medical personnel, who would advise the researcher not to approach patients who could not 
provide informed consent due to reasons such as cognitive impairment or severity of the 
condition). The key to recruitment was through the assistance of hospital ED staff. They 
identified patients who should not be approached as they considered them unable to give 
consent or too sick to participate. The researcher approached potential participants and asked 
questions to see whether they met recruitment criteria. These questions were: ‘How old are 
you?’ and‘Do you have private health insurance?’ The interview would only go ahead if the 
participant agreed to participate. 
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In research of this kind, recruitment should cease when data collection no longer contributes 
to developing properties of the category (Glaser & Strauss, 1967, p. 61), meaning that the 
saturation of data collection had been reached. Participants in qualitative research are not 
intended to be representative of the whole population, only sufficiently representative so as to 
capture the full range of possible perspectives. 
This study focused on the in-depth interview as the data collection strategy. The interview 
format may be the best way to probe a participant’s perception and experience. According 
toLiamputtong(2010, pp. 47-48), there are three types of tools using for in-depth interview. 
These tools include ‘the informal conversational interview, the interview guide or semi-
structured interview, and the standardised open-ended interview’ (pp. 47-48). The informal 
conversational interview has been applied widely for ethnographic study as the interview 
allows for vast flexibility during the conversation. The standardised open-ended interview is 
designed to ensure that all participants are asked similar questions; however, the interview 
may provide less opportunity to explore themes. The semi-structured interview provides a 
balanced strategy between the above two approaches; while it provides a certain structure to 
ensure the topics covered by the discussion, italso allows spontaneous responses from 
participants as issues arise, and therefore it is widely accepted for health and social research. 
The semi-structured interview guide was used for this study for in-depth interviews to collect 
qualitative data (see appendix 9). 
The development of the interview guide 
The semi-structured interview guide was developedfrom the findings of a literature review 
into the demand for emergency service and Health Behaviour Models. Key issues identified 
by the literature review include: 
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• Need for care 
Patients’ demand for emergency service is the result of their suffering from illness 
(perception of severity and urgency). 
• Quality of care 
Quality of care may be the first issue that patients considered before making a decision on 
where to go. 
• Knowledge, experience and expectations 
Patients’ decisions were influenced by their knowledge, prior experience, and expectations of 
the chosen service. 
• GP accessibility 
Patients’ demand for emergency service is the result of limitations in accessing primary care. 
• Consideration of alternative emergency care 
Since emergency care is provided by both public and private hospitals in Australia, do 
patients consider accessing alternative emergency care? 
• Rational decision-making process 
Patients’ choice between public and private hospital EDs is the result of weighing up benefits 
against costs and barriers. 
The above issues were considered during the development and drafting of the semi-structured 
interview guide. In addition, interviewing patients in the emergency department environment 
was quite challenging. The specific challenge was that interviews could only be conducted 
with patients in periods between their appointments with doctors and nurses. As such periods 
could be as short as 20 minutes, it was not possible to use the common approach of gradually 
entering into the main topic in order to gain rapport with participants; rather, the main 
question was addressed in the opening question for this study(see table 5.1). 
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Table 5.1 Semi-Structured Interview Guide 
1) Can you describe for me what issues you considered that made you decide to come to 
this hospital? 
2) In your own words, can you please tell me a bit about the problem that brought you to 
this ED? 
3) Did you have a choice with public hospital emergency department (private hospital 
emergency department) for this illness? 
4) Have you been to another doctor or emergency department? 
5) How has been your experience here so far? 
6) Have you contacted anyone else for this condition rather than ED? 
7) Would you still come to ED if an alternative health care were available? Why is that? 
8) What do you expect from the service of private hospital ED (public hospital ED)? 
9) Why do you think private hospital ED (public hospital ED) will meet your medical 
requirements at this occasion? You said earlier on that you would prefer to seek care in 
public ED (or private ED), could you tell me more about this? 
10) Do you see any benefits in coming to a private ED (public ED) as opposed to a public ED 
(private ED)? 
11) Do you see any problems or barriers in coming to a private ED (public ED)? How can this 
be improved? Why? 
 
Data analysis 
This study adopted the Charmaz(2006) data analysis strategy: initial, focused, and theoretical 
coding. The data were coded word by word and line by line to generate provisional categories. 
Constant comparison was used to discover the patterns (similarities and differences) in the 
data. The focused coding strategy was adopted to identify the most significant and frequent 
categories, as well as the connectionsamong them, which would help to manage the large 
amount of data. Theoretical coding was used to determine the interrelationship between the 
core category and other categories and to push it to next level for theory developing. 
Knowledge emerged when abstractive explanation or understanding was achieved.  
Qualitative data analysis went through two stages: preparationandanalysis. 
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The interview was conducted at the site of recruitment; it lasted about 15 minutes and was 
audio-recorded. A total of 24 interviews were recorded and transcribed verbatim. This was 
followedby the examination of the interview transcripts, in which the transcripts were 
checked against the interview records to achieve document accuracy. During the process of 
data transcription, the researcher gained a better understanding of the interview data. 
The qualitative data preparation followed the steps and strategies suggested by 
Liamputtong(2009):  
• The data were collected, transcribed and analysedsimultaneously. 
This helps the researcher improve their interview skills, which in turn helps with 
subsequent data collection. 
• The transcripts were read repeatedly without making notes. 
Reading the transcripts repeatedly helps the researcher become immersed in the data. This 
helps them become familiar with the data, and thus gain a better understanding.As a result, 
researchers become willing to write notes about what appeared interesting. 
• Theinitial coding was started once the researcher felt confidence. 
Coding early helps buildqualitative analysis skills. This is also beneficial once the 
analysis enters the interpretation and theme developmentstages.  
Three coding steps  
Three coding steps were suggested by Charmaz (2006) and adopted for the purpose of this 
study. 
In the early stages of coding, everything (word by word, line by line and sentence by sentence) 
was coded. This generated too many codes, and similar content was often coded 
differently.Thus, in order to tidy up the overlapping codes, the initial codes were recoded and 
collapsed. From this process, categories and tentative themes were generated.  
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In the second stage, the direction of analysis was changed to focus onidentifying the 
significant and most frequent tentative themes. These tentative themes were finalised by 
giving a name and definition to each theme. 
At the last stage of coding, the focus of the analysiswas to identify the inter-relationships 
between core themes and other themes. Since the interviews touched on varied and often 
closely related issues, relevant sections from multiple transcripts were frequently read back 
and forth in order to make comparisons. This was helpful in developing knowledge to explain 
patients’ choices between public and private hospital EDs. 
Trustworthiness of interview findings 
Based on Liamputtong’s findings(2009, pp. 21-23), the merits of qualitative research can be 
judged by meeting the criteria of trustworthiness: credibility, transferability, dependability, 
and confirmability. The following section discusses what had to be done for this research to 
meet these criteria. 
According to White & Marsh (2006), credibility (equivalent to the ‘internal validity’ of the 
positivist paradigm) is the term used in qualitative approaches to describe how accurately 
qualitative research findings refliect the fata gattered. In other words, credibility describes 
how well the qualitative findings fit the data, and therefore gives an indication of whether the 
findings can be trusted.  
A few strategies are suggested by Graneheim&Lundman(2004) to address credibility of 
qualitative research findings: 
• To be rigorous in defining the ‘the focus of study’ 
A rigorous qualitative approach must clearly define the study setting, participants’ 
inclusion criteria, and the methods of data collection to ensure the quality of data gathered 
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and address the research questions. This qualitative study has been well designed to 
address this issue (see section 5.4, page 45-47). 
• ‘To select the most suitable meaning unit’ 
The ability to choose the appropriate unit (themes) to describe the data would facilitate in 
establishing credibility of qualitative research findings. The researcher should be able to 
demonstrate how themes were condensed and extracted to avoid the unit being too broad 
(hard to manage as it contains various meanings) or too narrow (risk of losing meanings). 
• To ensure the ‘categories and themes cover data’ 
The researchers should be able to demonstrate that there are no irrelevant data being 
included in theme development. 
• To address that the data were labelled and sorted in an appropriate way. 
Qualitative research agrees with the existence of multiple realities, and agrees that the 
realities are socially constructed. Thus, in order to ensure the credibility of qualitative 
research findings, it was critical to ensure there was agreement, among various 
researchers and experts, on how data was labelled and sorted. 
In this study, the above issues were addressed by carrying out regular discussion with the 
research supervisors in order to enhance the researcher’s understanding of the data and to 
ensure the accuracy of the research findings. 
According to Liamputtong(2009), transferability is a term equivalent to the external validity 
of the positivist paradigm, and it is used in qualitative approaches to demonstrate the extent to 
which the qualitative findings can be transferred to other individuals, groups or settings. 
There is a slight difference between transferability and external validity. The former 
emphasises that the theoretical knowledge developed by qualitative research can be applied to 
other similar individuals, groups or settings. In order to address this issue, this study provides 
explicit description in defining participating population and context. 
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According to Tobin & Begley (2004), dependability describes how well the qualitative 
research findings grounded in the data. It is important to ensure that the qualitative research 
has been conducted in a logical and traceable way and has been well documented, so that it 
can be repeated by future researchers.To address this issue, during the period of the 
qualitative study, regular discussions were held with supervisors to ensure the consistency of 
the data collection procedure andthe consistency of the data analysis procedure (including 
coding; refining codes, categories, themes). This also ensured that the interpretation and the 
findings’ documentation were carried out in an appropriate way. 
According to Tobin & Begley (2004), confirmability is a term used for qualitative research to 
describe the objectivity of the study findings. It is critical that the qualitative findings and 
interpretation of those findings are clearly grounded inthe data gathered, rather than derived 
from the imagination of the researchers. To address this issue, this study had been carried out 
with explicit documentation on the data collection and data analysis procedures.  
According toLiamputtong(2009), triangulation is a powerful strategy to enhance the validity 
of qualitative research.One way of triangulation is that the data are collected from multiple 
sources. This enables the qualitative findings were convergedfrom multiple sources.In this 
study, interview data were collected to answer the research questions. The qualitative data 
were also collected during the surveys, in which patients (both public and private) were asked 
an open-ended question to give reasons for not choosing opposite EDs.The similar findings 
from different sources enhance the credibility of qualitative findings. 
Ethical issues for qualitative study 
Ethics approval for the first phase of the qualitative study was obtained from the St. 
Andrew’s Medical Institute Research Committee (Approval No. 1419), RBWH 
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HumanResearch Ethics Committee (HREC) (Approval No. HREC/13/QRBW/355), and 
Queensland University of Technology (QUT) HREC (Approval No. 1400000380). 
Information regarding the objective of the research was provided to all potential participants. 
Participants were informed that the participation was voluntary and the participants could 
withdraw at anytime. The interview would only go ahead if the patient met the screening 
criteria and agreed to participate. Participation in the audio-recorded interview would indicate 
the informed consent. The interview was carried out at the recruitment site in a quiet location. 
The names of individual persons were not required during the interview to protect the privacy 
of the participant. The interview was conducted during periods of expected waiting and no 
delays resulted. No potential harm to the participants wasanticipated, but a consultation 
withthe QUT Psychology Clinic was offered if required.  
Null hypotheses 
Individual research questions (null hypotheses) were developed based on the conceptual 
understanding of the topic and the results of the qualitative study: 
• There are no differences between public and private hospital ED patients’ perceptions of 
quality of service. 
• There are no differences between public and private hospital ED patients’ perceptions of 
ED ability in dealing with life threatening illness. 
• Long waiting times in public EDs do not lead ED patients to access private hospital EDs. 
• Required out-of-pocket payments in private EDs do not stop ED patients from accessing 
private hospital EDs. 
• ED patients’ choices between public and private hospital EDs are not influenced by other 
people. 
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• ED patients’ choices between public and private hospital EDs are not influenced by their 
previous ED experience. 
• There are no differences in patients’ perceptions of the out-of-pocket payment required 
for accessing private hospital EDs between public and private hospital ED patients. 
5.5 Quantitative Study 
The primary aim of the quantitative study is to verify the knowledge that is generated by the 
qualitative study based on empirical observation and rigorous measurement on this occasion. 
The objectives of this stage of research include the following: 
• Determination of the key perceptions behind patients’ choice between public and private 
EDs. 
• Quantifying the impact of different factors influencing patients’ choices between public 
and private EDs. 
Based on the preliminary study, the theoretical framework discussed above, and the 
exploratory qualitative study, we hypothesised that the decision for the choice between public 
and private EDs may be influenced by factors such as accessibility of the service, cost of the 
service, the perception of quality of care, the perception of the severity of the condition, and 
awareness of available services. As the result, an inventory of the model’s components was 
developed below. 
Inventory of the model’s components 
An inventory of the model’s components was developed based on the literature review and 
the findings of the qualitative study (see table 5.1). 
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Table 5.2Inventory of the Model’s Components (Outcome of Interest: ED Presenting Status: Private ED/Public ED) 
Exposure of interest Socioeconomics and 
demographic 
Self-efficacy Exposure to 
mainstream culture 
Social and network 
support 
Health 
status 
Illness 
Accessibility, 
Awareness of available 
services, cost of the 
service, quality of care, 
Clues to action 
Age, gender, indigenous 
status, marital status, 
Australian citizenship, 
religion, qualification, 
income, occupational 
status, employment status, 
living arrangement, post 
code 
Decision making 
power, confidence, 
ability to solve 
problems, ability to 
deal with 
unexpected events, 
determination 
Recent migration, 
length of stay in 
Australia, education in 
Australia, English 
proficiency 
Living 
arrangements, 
family situation, 
social situation 
Health 
status, 
conditions, 
chronic 
diseases 
Presenting 
problem, 
urgency, 
complexity, 
severity, 
level of 
pain 
Measurement tools and type of questions 
5-point Likert scales, 
closed questions 
Closed questions Generalised self-
efficacy scale 
(Jerusalem 
&Schwarzer 1995) 
Closed questions Multidimemsional 
scale of perceived 
social support 
5-point 
rating 
scale, 
closed 
questions 
Numeric 
rating pain 
scale, 10-
point rating 
scales, 
closed and 
open-
ended 
questions 
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Questionnaire design 
A number of steps were taken in an effort to develop a satisfactory questionnaire for the cross 
sectional study. These steps include: 
• To identify key issues related to demand for emergency service and patients’ 
behaviours 
The literature review first sought to understand the key issues related to patients’ demand 
for emergency service. These issues form the research construction and transformed into 
questions. An example of these is ‘need for care’ variables such as patients’ perceived 
severity and urgency. In the same way, a literature review of health behaviours models 
indicated that patients’ choices between public and private EDs were rational processes 
that often involved weighing up benefits against barriers and cost. Examples of these 
benefits and barriers include quality of care and out-of-pocket payment. 
• To explore the themes behind patients’ choice between public and private EDs by 
conducting a qualitative study 
A number of frequent and important recurrent themes (prior good experience, perceived 
quality of care, waiting times, and out-of-pocket payment) were discovered by 
interviewing ED patients at both public and private hospital EDs. These themes were 
transformed into questions and as the basis and constructed the statements in both 
sections of patients’ attitudes and choice. 
• To adapt the constructions and measurements from a pre-existing questionnaire 
There is a pre-existing questionnaire used for a public hospital ED study (ARC Linkage 
grant LP0882650). As this present study shared commonalities with the previous public 
hospital ED study, the constructions and measurements were directly adopted from the 
pre-existing questionnaire to form the sections of demographics, illness, decision making, 
social support, and self efficacy. 
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• Expert examination of the first draft questionnaire 
The first draft of the questionnaire was discussed by the supervisory team (consisting of 
experts of emergency service and planning, a clinical epidemiologist, and a sociologist). 
Modifications were made based on experts’ comments.Particular attention was paid to 
wording, order of questions, and formatting to improve the readability to respondents. 
• To test the validity and feasibility of the questionnaire by conducting a pilot study 
Firstly, the pilot study proved that the survey had the ability to collect information 
required to answer the research questions. Secondly, a number of irrelevant items were 
identified and removed from the questionnaire. Thirdly, a number of items with high 
amount of missing data were identified and modified accordingly. Fourthly, the sample 
size for the main study was determined.  
• To finalise the questionnaire 
In order to improve the contrast of respondents’ answers between public and private 
hospital ED patients, similar statements were provided in different wordings for public 
and private patients respectively for the items related to patients’ attitudes toward 
emergency service. As a result, the questionnaire was separated into two versions, one 
each for public hospital and private hospital ED patients. 
All questions were numbered and labelled clearly. The majority of questions were able to be 
responded to with only one possible answer. However, a couple of questions were answered 
with possible multiple responses. An example of these is item 16 (‘Who suggested you to 
come to the hospital? Select all that apply.’ See appendix 11).   
Response format for the questionnaire 
Multiple response formats were selected to address the complex research questions. These 
response formats include: 
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• Questions 1 and 21sought open-ended responses. For example, question 21 asked patients 
to give reasons for attending their chosen emergency department. The open-ended 
question is effective for exploring patients’ actual reasons behind their choice. It is useful 
for collecting this kind of qualitative data and comparing these results with the results of 
quantitative outputs. 
• Dichotomous responses (example: ‘Do you have other conditions for which you need 
medical care?’).  
• Nominal responses (select one or all that apply from a number of provided answers). 
• Ordinal responses (select one from an order of provided answers: excellent, very good, 
good, fair, and poor). 
• Eleven-point continuum response format (patients were asked to select one response from 
a continuum; e.g., 0 to 10). 
• Three-point, four-point, five-point response formats (an example of a three-point format: 
‘yes, considered it to a great extent; considered it to some extent; did not consider it’). 
Pilot study 
The initial questionnaire was used for a pilot study at Royal Brisbane and Women’s Hospital 
Emergency Department (RBWH ED) and St. Andrew’s War Memorial Hospital Emergency 
Centre from 3rd of February to 1st of March 2015, to test the validity and feasibility of the 
survey.  
Experience of data collection: Pilot survey 
It was very busy in the RBWH ED; however, only about 20% of the total approached patients 
(375) admitted to having PHI, and among them, 40% agreed to participate in the survey. In 
contrast, it was quiet in the St. Andrew’s War Memorial Hospital Emergency Centre. 85% of 
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the total approached patients (78) admitted to having PHI, and among them 45% agreed to 
participate and fill out the survey. 
Public ED patients’ recruitment matrix 
 
Private ED patients’ recruitment matrix 
 
Figure 5.2 Recruitment matrixes (pilot study) 
Validity and feasibility of the survey 
It seems that the majority of the questions in the survey were understood well by participants. 
The validity of the survey was evaluated by carefully checking the individual responses to 
each question in the survey and checking the distributions for each variable after the 
information in the survey was transformed into a dataset.  
It also shows that this survey is feasible in collecting the required information to answer the 
research questions. The process of data collection and data transformation was smooth and it 
let to reasonably good data analysis. 
375 patients in 
RBWH ED were 
approached 
300 patients 
without 
PHI 
75 patients with 
PHI, account for 
20% of total 
approached 
45 patients did 
not participate 
in the survey 
30 patients participated in the 
survey, account for 40% of 
the patients with PHI 
78 patients in St. 
Andrew’s 
Emergency Centre 
were approached 
12 patients 
without 
PHI 
36 patients did 
not participate 
in the survey 
66 patients with 
PHI, account for 
85% of total 
approached 
30 patients participated in the 
survey, account for 45% of the 
patients with PHI 
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Questionnaire modification after the results of pilot study 
A number of items were identified to be irrelevant to the research questions in the items of 
reasons related to ED presentation (initial questionnaire questions 18, 19b, 19c, and 34a). As 
a result, the following statements were excluded from the final version of the questionnaire: 
• Hospital is open at all times; 
• I needed immediate (urgent) care; 
• It’s convenient to have all facilities in one place in the hospital; 
• My condition was too severe to go elsewhere; 
• Hospital doctors and nurses are better specialised; 
• The hospital is close to where I am; 
• Other options were not as suitable as a hospital for my problem; 
• Even if you go to a GP or other health services, they refer you to the hospital; 
• The same hospital where I had the previous operation; 
• The same hospital where I attended for a similar condition; 
• Private health insurance is essential for accessing a private hospital emergency 
department.  
Patients’ attitudes toward emergency service are potential predictors of patients’ choice 
between public and private EDs. In order to investigate patients’ attitudes in the initial 
questionnaire (a single version), both public and private ED patients were given the same 
statement and asked to indicate the extent to which they agreed or disagreed. Statements like 
this may have provided a defined viewpoint to patients. For example: ‘The environment in 
private hospital emergency departments is better than in public.’ In final versions of the 
questionnaires, patients were given similar statements; however, these statements were 
worded differently for public and private ED patients. Public patients were given statements 
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which favoured public EDs over private, whereas private patients were given statements that 
favoured private EDs (there is a modified statement that does not follow this rule, this 
statement is ‘Public/private hospital emergency department is not equipped for the life-
threatening illness’): ‘The environment in private/public hospital emergency department is 
better than in public/private.’The followingis a list of modified statements for the final 
version of the questionnaire: 
• The primary responsibility of private/public hospital emergency department is to deal 
with life-threatening issues; 
• Private/public hospital emergency department allows more time for thorough 
investigation; 
• Accessibility to specialists is better in private/public hospital emergency department than 
in public/private hospital emergency department; 
• Doctor-patient ratio is better in private/public hospital emergency department than in 
public/private hospital emergency department; 
• Service in private/public hospital emergency department is more attentive than in 
public/private hospital emergency department; 
• The facilities of private/public hospital emergency department are better than in 
public/private; 
• It is easy to access private/public hospital emergency department than public/private; 
• Private/Public hospital emergency department is more efficient than public/private 
hospital emergency department. 
In addition, there were a few questions that caused some patients confusion and led to more 
than 50% missing data. For example, questions 27 to 30 are open-ended questions regarding 
how much patients expected to pay for out-of-pocket payments for accessing private hospital 
EDs. It would be beneficial to change these open-ended questions into multiple choice format. 
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Additionally, question 38 (‘What year were you born?’) may be better changed to ‘How old 
are you?’ 
Sampling and sample size 
As no sampling framework exists, it is not feasible to do random sampling or systematic 
sampling. Therefore, convenience sampling was applied for this research. 
This sampling strategy may lead to a study sample which may not be representative of the 
study population, and thus it may be subject to selection bias. However, care was taken to 
ensure that the data were collected in the same way in both public and private EDs, and that 
thedata collection covered patients on both weekdays and weekends to maximise the 
comparability and generalisability of the findings. 
To be able to estimate the sample size, we used the information from the pilot study. 
Accordingly,the null hypothesis was that ‘Long waiting timesare not a significant predictor of 
the choice to use private emergency departments in preference to public ones.’ The analysis 
showed that the respondents who considered the long waiting time as an important factor 
were less likely to attend a public ED (Odds Ratio= 0.442, 95% CI= 0.232–0.843, P-value 
0.013). 
Sample size was calculated using G*Power version 3.1, based on an analysis by multiple 
logistic regressions, using a significance level (alpha) of 0.05, 80% Power, and an odds ratio 
of 0.442 as a key indicator.Sample size was determined to be a minimum of 126 participants 
for each of the private and public groups (total minimum required n=252). With this number 
of participants it would be possible to fit a regression model with up to ten predictor variables.  
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Main study survey 
Pairs of public and private hospital EDs (RBWH ED versus St Andrew’s War Memorial 
Hospital Emergency Centre, and Princess Alexandra Hospital ED versus Greenslopes Private 
Hospital Emergency Centre) were chosen for this study.  
The above facilities were chosen for two main reasons. Firstly, the above public and private 
hospitals are located close to each other; this provides an opportunity for ED patients to 
choose alternative acute health care. Secondly, the above hospitals have long standing 
collaborations with the QUT research group, and hence they agreed to participate in this 
study. 
RBWH is the largest tertiary referral public hospital in Queensland, providing quality of care 
to more than 10% of all patients in Queensland. The hospital is located at the Herston site 
within Metro North Hospital and Health Service, close to the Brisbane Central Business 
District (CBD). In 2010-2011, there were 69,876 patients who presented to the Department of 
Emergency Medicine. 
Princess Alexandra Hospital (PAH) is one of three tertiary-level public facilities in 
Queensland, providing care in all major adult specialties, with the exception of obstetrics.  It 
is one of Australia’s leading academic and research health centres. The hospital is located at 
the Woolloongabba site within Metro South Hospital and Health Service, close to the 
Brisbane CBD. In 2010-11, there were 46,150 patients who presented to the Department of 
Emergency Medicine.  
St. Andrew's War Memorial Hospital is a not-for-profit private hospital providing treatment 
with a range of specialties. The hospital is located in Spring Hill, close to the Brisbane CBD. 
In 2010-2011, there were 11,578 patients who presented to St. Andrew's Emergency Centre.     
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Greenslopes Private Hospital is owned and operated by Ramsay Health Care, Australia’s 
largest private hospital operator. Greenslopes Private Hospital is the flagship hospital for the 
group and is the largest private teaching hospital in the country. The hospital is located in 
Greenslopes, on the south side of Brisbane, minutes from the Brisbane CBD. In 2010-11, 
there were 19,230 patients who presented to Greenslopes Private Hospital Emergency Centre.  
Study participants 
All patients attending the ED who met the following criteria were potential research 
participants: 1) Holding PHI, 2) Being able to speak English, 3) Aged 18 years or above, and 
4) Being able to make informed consent.  
The ED patients in RBWH, Princess Alexandra Hospital, St. Andrew’s War Memorial 
Hospital, and Greenslopes Private Hospital were asked to participate in the project if they met 
the above screening criteria.The participation involved a survey, which took approximately 
15 minutes. The key to recruitment wasthe assistance of triage nurses in the waiting room, 
and the senior medical staff in charge of patients in the treatment area. They identified 
patients who should not be approached due to being unable to give consent or too sick to 
participate.The researcher then was free to approach all other patients in the treatment and 
waiting areas of the ED. 
A poster (see appendix 15) was hung at suitable places around the ED to inform the patients 
of the research and potential approach by the researcher. The recruitment was carried out 
through five steps as follows: 
• Identification: The potential participants were identified through the 
assistance of triage nurses and the senior medical staff; 
• Approaching the potential participants with an opening introduction 
(see appendix 16: research protocol); 
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• Providing information to the potential participants (see appendix 13: 
Participant Information Sheet); 
• Asking the screening questions (see appendix 16: research protocol); 
• The return of the completed questionnaire was accepted as an 
indication of the consent given to participate in the survey. 
The survey only went ahead if the patient met the screening criteria and agreed to participate. 
The survey was carried out in the recruitment site during periods of expected waiting and no 
delays were resulted. 
The participation in this project was entirely voluntary and if they did agree to participate, 
patientscouldwithdraw from the project without comment or penalty.  
There were no impacts upon their current or future relationship with QUT, or with RBWH 
ED, PAH ED, St. Andrew’s War Memorial Hospital Emergency Centre, and Greenslopes 
Private Hospital Emergency Centre if a participant chose to withdraw from the project. 
Data collection  
There were a number of steps undertaken before data collection commenced. These steps 
include: 
• An estimated15 completed surveys could be achieved weekly by one data collector, based 
on experience from the pilot study. As this project is unfunded, it would take about four-
and-a-half months for the principal researcher, working alone, to complete data collection 
(targeted sample size of 280). Therefore, the principal researcher sought financial support 
from supervisors to enableemployment of a research assistant; 
• Recruitment and training of an assistant researcher; 
• Coordination with the Directors of four participating emergency departments; 
• Design and development of participant information sheet and tally sheet. 
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A total of 360 copies of the survey were printed (90 copies for each individual emergency 
department). Prior to the commencement of data collection, the principal researcher 
interviewed the potential research assistant and made a decision to recruit her. The research 
assistant was chosen to take this position based on her qualifications and experience in 
similar work. The principal researcher explained the objective of the research, the 
requirements, and the process of data collection to the research assistant during the interview. 
The first day of data collection by the research assistant was used as a training day, where the 
collection of data by the research assistant was accompanied by the principal researcher to 
ensure the data collection was carried out in an appropriate way.The main tasks of the 
interviewer were to: approach potential participants; explain the research project; screen the 
eligibility of participation; gain their consent; assist with the completion of the survey if 
required; collect the completed questionnaire; and fill out the tally sheet. The rotation of data 
collection between the principal researcher and the research assistant ensured the data 
collection was comparable between hospital EDs. 
Data collection commenced on 25 May, 2015 and completed on 16 August, 2015. The time 
frame of data collection covered between 8am and 6pm, Monday to Sunday.A 
conveniencesampling approach was used to recruit participants from four participating 
hospital EDs.In this approach,data collectors only approached the potential participants 
identified by medical personnel (see research protocol) to seek their consent for participating 
in the survey. The participants were recruited if they met the recruitment criteria and were 
willing to participate. The recruitment stopped once it reachedabout 70 participants in each 
hospital.  
Atotal of 1303 patients were approached in public hospital EDs during the data collection 
phase; 291 patients admitted to having PHI, which accounted for 22 % of the total 
approached. Among them, 141 patients were recruited, which accounted for 48% of patients 
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with PHI. In contrast, 86% of the total approached patients (413) in private hospital EDs 
admitted to having PHI, and among them 40% agreed to participate and fill out the survey 
(see figure 5.3). Common reasons for not participating were that the individual was too sick 
to participate (N=72), not interested (N=39), too busy (N=31), and non-English speaker 
(N=11). One completed public patient questionnaire was discarded as the participant 
requested. 
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Public ED patients’ recruitment matrix 
 
Private ED patients’ recruitment matrix 
 
Figure 5.3 Recruitment matrixes (main study) 
 
 
 
 
 
 
 
 
291 patients with 
PHI, account for 
22% of total 
approached 
1303patients in 
RBWH & PAH 
EDs were 
approached 
1012 patients 
without PHI 
150 patients did 
not participate 
in the survey 
141 patients participated in the 
survey, account for 48% of the 
patients with PHI 
413 patients in St. 
Andrew’s & 
Greenslopes 
Emergency Centres 
were approached 
59 patients 
without PHI 
214 patients did 
not participate 
in the survey 
354 patients 
with PHI, 
account for 86% 
of total 
approached 
140 patients participated in the 
survey, account for 40% of the 
patients with PHI 
70 
Sample representativeness 
The study sample is not the representative of the study population because it is the result of a 
convenience sampling approach.  
Table 5.3 presents the comparison of ED patients’ average age among EDIS 2010-11, four 
private hospitals 2010-11(G. Fitzgerald et al., 2013; Rego, 2015), and this study 2015. The 
average age of study participants, both public and private, was greater than the age of their 
corresponding hospital population data. This discrepancy may partially be explained by the 
fact that the hospital population data includes children, while thequestionnaire participants 
only include adults; it may also indicate the study sample is not representative of the study 
population.However, the percentage of ED patients’ attendance by gender was comparable 
with data from EDIS 2010-11, four private hospitals 2010-11, and this study 2015 (see table 
5.4). 
Table 5.3Mean, median, and standard deviation of ED patients’ age (comparison of 
data from EDIS 2010-11, four private hospitals 2010-11, this study 2015) 
 Mean Standard 
Deviation 
Median Number 
EDIS 2010-11 35.6 24.7 32.0 1234669 
This study – public patients 46.1 16.9 44.0 137 
Four private hospitals 2010-11  52.3 25.6 51.8 83276 
This study– private patients 56.3 20.0 58.5 136 
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Table 5.4 Percentage of ED patients’ attendance by gender (comparison of data from 
EDIS 2010-11, four private hospitals 2010-11, this study 2015) 
Data source Female 
(percentage) 
Male 
(percentage)  
Number 
EDIS 2010-11 48.2% 51.8% 1,234,669 
This study – public patients 52.9% 47.1% 140 
Four private hospitals 2010-11 51.7% 48.3% 83,265 
This study– private patients 52.9% 47.1% 140 
 
ED patients’ attendance by the day of the week was not comparable between the population 
data and data collected for this study (see figure 5.4). However, this study puteffort into 
sampling to cover a wide range of time frames and all seven days (Monday to Sunday) to 
ensure the sampling distributions are comparable between public and private participants. 
Figure 5.4 demonstrates that the distributions of the sample collected according to the day of 
the week are proportionally consistent between public and private participants for this study.   
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Figure 5.4 ED patients’ attendance by the day of the week (comparison of data fromEDIS 2010-11, four 
private hospitals 2010-11, 280 questionnaires) 
Data management 
The data management commenced with the conclusion of data collection. This process 
included the following steps: 
Data coding: During the process of data coding, information from the questionnaire was 
converted into variables and an assigned value was given to each category so that data 
could be entered into SPSS Statistics Version 22 ready for data analysis. An exhaustive 
coding protocol was developed to meet the requirements of complexity in questionnaire 
information. Each survey was given an identifying number, and was then entered into the 
database. 
Missing data: In an effort to avoida high missing data rate, the researcher and research 
assistant focused on checking illogical answers and missing values for each question 
when collecting the completed survey, and reapproaching participants to get the missing 
value filled out if possible. This study has achieved low missing data rate particularly in 
key variables such as patients’ attitudes toward emergency service; reasons behind 
patients’ choice; patients’ perceived severity, urgency, and level of pain; social support; 
and self-efficacy. Only 15.5% of variables had a missing value that was more than 1% 
(see table 5.5). In the section of patients’ attitudes toward emergency service, there were 
6 missing values for the whole section (total 14 variables); these missing values were 
replaced with the mean value when factor analysis was carried out. 
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Table 5.5 Variables with the Percentage of Missing Data More Than 1% 
Variable Missing data (%) 
Postcodes 
Weekly income 
Expected in-patient admission payment 
Opposite ED accessibility 
Expected ED payment 
Place of living 
Age 
Patients’ perceived quality of care 
Consideration of opposite ED 
When did the problem start 
Location where decision was made 
10.7 
10.4 
8.6 
5.7 
5.4 
4.3 
2.5 
2.1 
2.1 
1.4 
1.1 
 
Data entry: The survey data were entered with an ID number into SPSS Statistics Version 22 
by the principal researcher. The completed data set was stored in a restricted access folder 
and paper surveys were stored in a secure locker at QUT. Both data set and paper surveys 
were only accessible by the research team members at QUT.  
Data cleaning: Data cleaning followed the completion of data entry. Firstly, frequency 
distributions were checked for all variables, with particularattention paid to looking for 
outliers and wild codes. Corrections were made accordingly by checking the original 
questionnaire and the coded value in the data set. Secondly, consistency checks were 
performed, in which the researcher focused on looking for impossible combinations, and 
inconsistent values and meanings.Corrections were made by going back to the values in 
the original questionnaire.  
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Study measurements 
All measurements used for this study were adopted from the previous existing questionnaire 
(see 5.5). New items were developed to form the section on patients’ attitudes toward 
emergency service and the section on reasons behind patients’ choice for the purpose of this 
research. Table 5.6 presents all the measurements used for this research. 
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Table 5.6 Measurements for the Research 
Variables Source of 
measurements 
Question 
number 
Demographics variables 
Gender, age, living arrangements, country of birth, transport of 
respondents, marital status, indigenous status, place of residence, 
highest qualification, education completed in Australia, employment 
status, weekly income 
Adopted from 
previous existing 
questionnaire 
32, 33, 34, 
35, 37, 38, 
39, 40, 41, 
42, 43, 44 
Variables related to the illness that lead to EDs 
Perceived seriousness, urgency, and pain of the illness before and at 
ED 
 
General health status, other health conditions, the commencement of 
the problem, prior ED visiting, self perceived priority before treatment 
 
Adopted from 
previous existing 
questionnaire (11-
point scales) 
 
5, 6, 7, 8, 9, 
10 
 
12, 11, 2, 13, 
14 
Variables related to decision making 
Place where decision was made, with or without somebody while 
making the decision, contact with someone, suggested by someone, 
decision maker 
 
Patients’ perceived quality of care 
 
Previous experience with opposite ED, evaluation of opposite ED 
experience, previous ED experience, evaluation of previous ED 
experience, expected ED payment, expected ward payment 
 
Adopted from 
previous existing 
questionnaire 
Devised for the 
research (11-point 
scales) 
Devised for the 
research  
 
 
3, 4, 15, 16, 
17 
 
 
18 
 
23, 24, 25, 
26, 27, 28 
Patients’ attitudes toward ED service 
Financial burden, dealing with life-threatening illness, ability of 
dealing with life-threatening illness, thorough investigation, better 
environment, accessibility to specialists, doctor-patient ratio, barrier 
of out-of-pocket payments, attentiveness, better facilities, easy to 
access, ED efficiency, long waiting times in private ED, long waiting 
times in public ED 
 
Devised for the 
research 
5-point Likert scales 
 
29 
A, b, c, d, e, 
f, g, h, I, j, k, 
l, m, n 
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Variables Source of 
measurements 
Question 
number 
Variables related to reasons behind patients’ choice 
Medical record held, better specialised, convenient, long waiting 
times in private, long waiting times in public, out-of-pocket payment 
 
Accessible to and consideration of opposite ED, most frequent reasons 
for not choosing opposite ED 
 
Devised for the 
research  
 
22 
a, b, c, d, e, f 
 
19, 20, 21 
Social and network support  
People who care me, love and affection, problems at work, personal 
problems, money matters, invitations from others, useful advice, help 
when I am sick 
Adapted from 
previous existing 
questionnaire  
Social support scale 
30 
A, b, c, d, e, 
f, g, h 
Self efficacy 
Difficult problems, to get what I want, to stick to my aims, unexpected 
events, ability to solve the problems, ability to get a solution, ability 
to handle things 
Adapted from 
previous existing 
questionnaire 
The generalised self 
efficacy scale by 
Jerusalem and 
Schwarzer 
31 
a, b, c, d, e, f, 
g 
 
 
The scales used for measuring social support (question 30); self efficacy (question 31); 
perceived severity, urgency, and pain before hospital (questions 5, 7, and 9); and perceived 
severity, urgency, and pain now (questions 6, 8, and 10) were chosen, adopted and modified 
froman existing questionnaire (see 5.5) for the purpose of this research. Internal consistency 
was used to assess the reliability of each scale, using a commonly accepted rule of thumb 
suggested by George &Mallery(2003),as show in table 5.7. 
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Table 5.7 TheRule of Internal Consistency Using Cronbach’s Alpha 
Cronbach’s Alpha Internal consistency 
α≥ 0.9 Excellent 
0.9 >α≥ 0.8 Good 
0.8 >α≥ 0.7 Acceptable 
0.7 >α≥ 0.6 Questionable 
0.6 >α≥ 0.5 Poor 
0.5 >α Unacceptable 
 
Table 5.8 presents the summary of the results of the internal reliability test for each scale, 
including the number of items and cases. The description and components of each scale are 
described below. 
Table 5.8 Cronbach’s Alpha Reliability Coefficients for the Scales 
Scales Cronbach’s 
Alpha 
Number of 
items 
Number of 
cases 
Social support 
Self efficacy 
Perceived severity, urgency, and pain before hospital 
Perceived severity, urgency, and pain now 
0.917 
0.873 
0.615 
0.777 
8 
7 
3 
3 
273 
276 
278 
271 
 
Social support scale 
This social support scale was adapted from an existing questionnaire used for public ED 
research in Queensland (Rego, 2015).The social support scale was chosen because it had very 
high internal validity for the previous study, with a reported Cronbach’s Alpha of 0.922.The 
components of social support scale include eight items to measure the strength of the person’s 
social support network: 
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• I have people who care what happens to me; 
• I get love and affection; 
• I get chances to talk to someone about problems at work or with my housework; 
• I get chances to talk to someone I trust about my personal or family problems; 
• I get chances to talk about money matters; 
• I get invitations to go out and do things with other people; 
• I get useful advice about important things in life; 
• I get help when I am sick in bed. 
An assigned value ranging from 1 to 5 was given, corresponding to the answers: ‘as much as 
I would like; almost as much as I would like; some, but would like more; less than I would 
like; much less than I would like.’ 
A new variable, named the social support index, was computed for further analysis by 
summing up the value of each item, to provide a single measurement ranging from 8 to 40 to 
measure the strength of social support network. The lower the score given in the social 
support index, the greater the social support that the participant has. The scale has very high 
internal consistency, with a reported Cronbach’s Alpha of 0.917 (Mean 11.44 and SD 5.504). 
The Generalised self efficacy scale 
For the same reason as above, theself efficacy scale was also adopted from the existing 
questionnaire(Rego, 2015) to measure the ability of people to cope with the toughness of 
daily life. This scale also had very high internal validity for the previous study, with a 
reported Cronbach’s Alpha of 0.901.The components of the self efficacy scale include: 
• I can always manage to solve difficult problems if I try hard enough; 
• If someone opposes me, I can find the means and ways to get what I want; 
• It is easy for me to stick to my aims and accomplish my goals; 
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• I am confident that I could deal efficiently with unexpected events; 
• I can solve most problems if I invest the necessary effort; 
• If I am in trouble, I can usually think of a solution; 
• I can usually handle whatever comes my way. 
An assigned value ranging from 1 to 4 was given, reflecting to the answers: ‘not true at all, 
hardly true, moderately true, and exactly true’ accordingly.The scale of self efficacy has high 
internal consistency, with a reported Cronbach’s Alpha of 0.873 (Mean 23.06 and SD 3.563). 
The high Cronbach’s Alpha score indicates a set of items in the self efficacy scale measures a 
single unidimensional latent construct, which can be computed into a single measurement 
(namedtheself efficacy index) ranging from 7 to 28 for further analysis if required. The 
higher scoresgivenin the self efficacy index indicate greater ability of persons to cope with 
the toughness of daily life. 
Perceived severity, urgency, and pain scale before hospital 
Adopted and modified from a previous existing questionnaire (ARC linkage grant 
LP0882650), an eleven points scale was used to measure patients’ perceived severity, 
urgency, and pain. The respondents were asked to indicate the level of seriousness, urgency, 
and pain with regard to their conditions using the numbers 0 (not serious, not urgent, no pain 
at all) to 10 (the most serious, urgent, and painful it can get). This scale includes the 
following items: 
• How serious did you think the condition was at the time you decided to come to the 
hospital? 
• How urgent did you think the condition was at the time you decided to come to the 
hospital? 
• How much pain did you feel at the time you decided to come to the hospital? 
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The scale has a reported Cronbach’s Alpha of 0.615 (Mean 17.86 and SD 5.952), which 
indicates a questionable internal consistency. However, these items can, with caution, be 
computed into a single measurement ranging from 0 to 30 for further analysis if required. 
Perceived severity, urgency, and pain scale now 
In the same way, the answers of respondents for this scale were measured on an 11-point 
scale ranging from 0 to 10. This scale includes the following three items: 
• How serious do you think the condition is now? 
• How urgent do you think the condition is now? 
• How much pain do you feel now? 
This scale has a reported Cronbach’s Alpha of 0.777 (Mean 13.86 and SD 6.335), which 
indicates acceptable internal consistency. These items can be computed into a single 
measurement ranging from 0 to 30 for further analysis if required. 
Patients’ perceived quality of care 
Patients’ perceived quality of care refers to the variable survey question number 18. Patients 
were asked to evaluate the service provided by their hospital emergency departments in terms 
of treatment, medical staff behaviour, and waiting times. The question provides 
comprehensive measurement ofthe patient’s perceived quality of careon an 11-point scale 
ranging from 0 (lowest quality) to 10 (highest quality). 
Patients’ attitudes toward emergency service 
Fourteen items (statements) were developed to form the section of patients’ attitudes toward 
emergency service. In this section, patients were asked the extent to which they agree or 
disagree with each statement. The components of patients’ attitudes toward emergency 
service scale include:  
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• It is expensive to access private hospital emergency department; 
• The primary responsibility of private/public hospital emergency department is to deal 
with life-threatening issues; 
• Public/private hospital emergency department is not equipped for the life-threatening 
illness; 
• Private/public hospital emergency department allows more time for thorough 
investigation; 
• The environment in private/public hospital emergency department is better than in 
public/private; 
• Accessibility to specialists is better in private/public hospital emergency department 
than in public/private hospital emergency department; 
• Doctor-patient ratio is better in private/publichospitalemergency department than in 
public/private hospital emergency department; 
• Out-of-pocket payment is a barrier to access private hospital emergency department; 
• Service in private/public hospital emergency department is more attentive than in 
public/private hospital emergency department; 
• The facilities of private/public hospital emergencydepartment are better than in 
public/private; 
• It is easy to access private/public hospital emergency department than public/private; 
• Private/public hospital emergency department is more efficient than public/private 
hospital emergency department; 
• Long waiting timesare a barrier to access private hospital emergency department; 
• Long waiting timesare a barrier to access public hospital emergency department. 
A value ranging from 1 to 5 was given by the patient, corresponding to the answers:‘strongly 
disagree, disagree, neutral, agree, and strongly agree’ accordingly. 
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Analyses 
Statistical Package for the Social Sciences (SPSS) version 22 (IBM Centre) was used for data 
analyses. The analyses include descriptive and binary analyses for all variables; factor 
analysis for the variables in the section of patients’ attitudes toward emergency service; and 
logistic regression for the variables that had statistically significant associations with patients’ 
choice, to determine the predictors of ED patients’ choice. 
Descriptive and binary analysis 
Descriptive and binary analyses were performed for all variables. The continuous variables 
were summarised and presented by mean and standard deviation. The categorical variables 
were summarised and presented by percentage and counts. Independent t-test and Pearson’s 
Chi-square (χ²) were used to determine which variables had associations with patients’ 
choices. The variables that had associations with patients’ choices were chosen for further 
analysis. Transformations might occur for some variables if required for the purpose of this 
study. 
Independent t-test 
The independent t-test was performed to determine whether those continuous variables had 
associations with patients’ choices. Based on Field (2013), the t-test was applied if our data 
met the following assumptions: 
• Dependent variables were measured on a continuous scale; 
• Normally distributed data; 
• Independence of observation; 
• Homogeneity of variance – the data distribution of the two groups being compared must 
have the same variance. 
83 
If the assumptions of normal distribution for T-test were not met, then an alternative method 
(Wilcoxon rank sum test) would be used. 
Pearson’s Chi-square (χ²) 
Chi-square (χ²) was applied if our data met the following assumptions: The Pearson’s Chi-
square (χ²) was performed to determine whether those categorical variables had statistically 
significant associations with patients’ choice. Based on Kirkwood & Sterne (2008), the 
Pearson’s Chi-square (χ²) was applied if our data met the following assumptions:  
• Independence of observations; 
• The overall total of observations in the table is more than 40; 
• The overall total of observations in the table is between 20 and 40, and the smallest of the 
four expected numbers is equal to or more than 5. 
Fisher’s Exact Test was applied if the above assumptions were violated. Pearson’s correlation 
coefficients were used to examine the strength of relationship between two variables where 
associations was found to be significant.  
Factor analysis 
Factor analysis was conducted for 14 variables related to patients’ attitudes toward 
emergency service, with the aim of reducing variables. 
The Kaiser-Meyer-Olkin Measure of sampling adequacy (KMO) was applied to test the 
adequacy of factor analysis. Anti-image correlation was applied to evaluate the adequacy of 
individual variables included in factor analysis, providing further evidence in supporting 
factor analysis.  
84 
The number of factors used for factor solution was determined by those factors with 
eigenvaluesgreater than one; justification was made in accordance with conceptual 
understanding of the issues. 
A three factor solution was determined to be the best solution (see 8.1) based on the results of 
factor analysis. The contents of the three factors are as follows. 
Eight items strongly loaded on factor one: attentiveness, ED efficiency, facilities, thorough 
investigation, better environment, doctor-patient ratio, accessibility to specialist, and easy to 
access. Factor two consists of four items: barrier of long waiting times in public, barrier of 
long waiting times in private, dealing with life-threatening illness, and ability to deal with 
life-threatening illness. There were two items clearly loaded on factor three: barrier of out-of-
pocket payment and financial burden. Three new variables were computed based on the 
results of the three factor solution and named in accordance with the descriptions of the items 
in this factor. 
Quality of service 
This new variable was developed based on the results of factor analysis, in which eight items 
strongly loaded on factor one. As all items describe advantage value regarding ED service, 
the new variable was named quality of service. In binary analysis, one of these eight items 
(easy to access) was not associated with patients’ choice between public and private EDs, and 
was excluded when the new variable was formed. The components of the new variable 
include seven items to measure the quality of service provided by EDs: 
• Private/public hospital emergency department allows more time for thorough 
investigation; 
• The environment in private/public hospital emergency department is better than in 
public/private; 
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• Accessibility to specialists is better in private/public hospital emergency department than 
in public/private hospital emergency department; 
• Doctor-patient ratio is better in private/public hospital emergency department than in 
public/private hospital emergency department; 
• Service in private/public hospital emergency department is more attentive than in 
public/private hospital emergency department; 
• The facilities of private/public hospital emergency department are better than in 
public/private; 
• Private/public hospital emergency department is more efficient than public/private 
hospital emergency department. 
In the survey, patients were asked the extent to which they agree or disagree with the above 
statements. An assigned value ranging from 1 to 5 was given in corresponding to the answers: 
‘strongly disagree, disagree, neutral, agree, and strongly agree.’ 
This new variable was computed for further analysis by summing up the value of each item to 
provide a single measurement ranging from 7 to 35. The better the patients perceived the 
service to be, the higher the score would be. 
Quality of clinical care 
Factor two had four items loaded on it. A new variable was developed based on this finding. 
The name ‘quality of clinical care’ was given to the new variable because the items that 
formed the new variable describe clinical issues such as the ability to deal with life-
threatening illness and a long waiting time related to attending the ED service. In general, 
patients were more likely to perceive public hospital EDs as being better equipped to deal 
with life-threatening illness; however patients may need to wait longer as a result of their 
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decision. Therefore, these two issues look different, but are linked together. The components 
of the new variable include the following four items: 
• The primary responsibility of private/public hospital emergency department is to deal 
with life-threatening issues; 
• Public/private hospital emergency department is not equipped for the life-threatening 
illness; 
• Long waiting timesare a barrier to access private hospital emergency department; 
• Long waiting timesare a barrier to access public hospital emergency department. 
Patients were asked the extent to which they agree or disagree with the above statements, 
using the same 1 to 5 scale described above. During binary analysis to examine the 
associations between these items and patients’ choices, private patients tended to agree with 
the statement that a ‘long waiting time is a barrier to access public hospital emergency 
department,’ but to disagree with the other three statements. This indicates that, for these 
three items, the assigned values 1 to 5 should be changed to correspond to the answers: 
‘strongly agree, agree, neutral, disagree, and strongly disagree,’ instead of corresponding to 
the answers: ‘strongly disagree, disagree, neutral, agree, and strongly agree.’The direction 
change for the assigned value for these three items would ensure that the values would not 
cancel out after the new variable was developed. 
This new variable was computed for further analysis by summing up the value of each item to 
provide a single measurement ranging from 4 to 20. The higher scores given to quality of 
clinical care indicated that the patient agreed that there were long waiting times in public 
hospital EDs, but disagreed with other three statements. 
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Financial concerns 
A new variable was developed based on the findings of factor analysis, in which two items 
loaded clearly on factor three. As these two items present the expenses that occur when 
patients access private hospital EDs, the new variable was named ‘financial.’ These two 
items are: 
• It is expensive to access private hospital emergency department; 
• Out-of-pocket payment is a barrier to access private hospital emergency department. 
This variable was computed the same way as the previous new variables. It provides a single 
measurement ranging from 2 to 10 to measure patients’ perceived financial burden. The 
higher scores given to the financial items indicated that patients perceived greater financial 
burden. 
Logistic Regression 
Because we have a categorical (dichotomous) dependent variable and because the probability 
of the event of outcome (attending private or public ED) depends on a set of independent 
variables, the relationship between the dependent and independent variables will not fit in a 
linear model unless given a link function logit (log of OR) to restore the linear relationship. 
Once the link function is established, the logistic regression modelling is formed(Kirkwood 
& Sterne, 2008). As we have a dichotomous dependent variable, the particular modelling 
approach we have chosen for this study is binary logistic regression.  
For a binary logistic regression model, we would carry out a residual analysis to see whether 
the overall model fits. When the logistic regression model was established, we made a very 
important assumption that the independent variables were independent. If this assumption 
were violated, in other words, if independent variables were correlated, which would be 
identified by a correlation matrix with evidence of VIF more than 5, then we would 
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removeone of the correlated independent variables from the logistic regression model or add 
a new interaction parameter to estimate this interaction effect.  
All eighteen independent variables that had significant association with patients’ choice were 
forced into the model. Logistic regression was performed using the backward stepwise 
method, with likelihood ratio entry. Odds ratios and significance tests were calculated for the 
predictor variables to determine the strength of influence each independent variable had on 
outcome variable.  
Ethics Clearance for the Quantitative Study 
A multi-site ethical approval was granted from the RBWH Human Research Ethics 
Committee (Approval No. HREC/14/QRBW/401, see appendix 6) for two Queensland Health 
sites:the RBWH and the Princess Alexandra Hospital. The St. Andrew’s War Memorial 
Hospital Human Research Ethics Committee approved the conduct of research at the St. 
Andrew’s War Memorial Hospital Emergency Centre (Approval No. 1419, see appendix 5). 
The Greenslopes Private Hospital Human Research Ethics Committee approved the conduct 
of research at the Greenslopes Private Hospital Emergency Centre (Approval No. 14/49, see 
appendix 4). The approval for this stage of research was also obtained from QUT Human 
Research Ethics Committee (Approval No. 1400000843, see appendix 8). In addition, Site 
Specific Assessment was obtained from the RBWH liaison officer before data collection 
commenced.     
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Chapter 6: The Findings of the Qualitative Study 
A qualitative study was conducted by interviewing patients in both public and private 
hospital EDs between 24 June 2014 and 3 July 2014 using a semi-structured interview guide 
(see section 5.4). 
Table 6.1 Summary of recurrent themes influencing patient choice between public and 
private EDs (n=24) 
Recurrent themes n 
Prior good experience with the hospital 
Barriers of accessing ED 
• Cost as a barrier to access private ED 
• Long waiting times as a barrier of accessing public ED 
Perceived quality of care   
Attitudes towards gap payments 
• Gap payment not a concern 
• Gap payment a concern 
Perceived severity 
Perceived vicinity 
Specialists’ availability 
Previous connection with the hospital 
Availability of GP service 
24 
 
20 
10 
24 
 
17 
5 
12 
8 
6 
6 
6 
 
A total of 25 interviews were conducted in RBWH ED (n=13) and St. Andrew’s War 
Memorial Hospital Emergency Centre (n=12). Interviews were coded from 001 to 025. 
However, only 24 interviews were included in the analysis because one was incomplete.The 
participants’ age ranged between18and 85 years, and 50% were men.  
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6.1Recurrent Themes 
Recurrent themes are summarised in Table 6.1, which include: prior good experience with the 
hospital, barriers of accessing ED (cost as a barrier to access private ED and long waiting 
times as a barrier of accessing public ED), perceived quality of care, attitudes towards gap 
payments (gap payment not a concern and gap payment a concern), perceived severity, 
perceived vicinity, specialists’ availability, previous connection with the hospital, and 
availability of GP service.Examples of direct quotes from study participants are presented in 
Table 6.2.  
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Table 6.2 Representative Example of Direct Quotes from Study Participants 
Themes Examples 
Prior good experience with 
the hospital (16) 
My family usually comes to this hospital; and they had good experiences, and that is 
why I decided to come here (M, 44, private). 
It’s been a very positive experience in the past (F, 85, private). 
We’ve always found the public to be pretty good (M, 30, public). 
Barriers of accessing ED  
• Cost as a barrier to 
access private ED (20) 
Definitely the cost. When that time when we went to private when they said the price 
because my fiancé had had such a bad experience we decided to pay it; but it was a 
barrier for sure (M, 34, public). 
• Long waiting times as a 
barrier to access public 
ED (10) 
Well, again this is expectations and my understanding of the queues for admission at 
public hospitals are a lot longer than they are at a private hospital (M, 66, private). 
Perceived quality of care 
(24) 
Good quality treatment in a timely manner. Both quality and time are important to me 
in terms of treatment (M, 66, private). 
I expect them to be an excellent service but I expect them to be slower than a private 
hospital but I think the benefits of having a good team through the rest of the hospital 
is good (M, 68, public). 
Attitudes toward gap 
payment 
 
• Gap payment not a 
concern (17) 
There’s always gap for it, so after Medicare rebate, and there’s a gap to pay for less 
than 200 dollars. But the service you get I guess it’s nothing, rather than waiting in 
public hospitals, long queues, you’re willing to put up with it and pay the gap (M, 44, 
private). 
• Gap payment a 
concern (5) 
If you had to pay it would get very expensive if you stay overnight and get treated (M, 
45, public). 
Perceived severity (12) 
 
Well, we don’t know because we’re still waiting on the outcome of the tests that she’s 
had but we’re assuming that at her age, any chest pain is serious (F, 70, private). 
Perceived vicinity (8) 
 
I could have, yes, but I just came to the nearest place to have it looked at and they 
admitted me but to be honest I have private cover (M, 45, public). 
Specialists’ availability (6) 
 
Because of the access to specialists and also testing facilities if I need to have more 
testing done (F, 29, private). 
I don’t know; the RBWH has all the good people here I guess; all the specialists and that 
(M, 54, public). 
Previous connection with 
the hospital (6) 
 
There’s medical history on record here, and mum’s specialist is on practice here as well 
(F, 85, private). 
Because they’ve got all my details from last time (M, 54, public). 
Availability of GP service 
(6) 
Actually it was the start of the investigation and the reason I went there was because it 
was Sunday and my GP was closed (F, 29, private). 
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Perceived quality of care 
Quality of care refers to patients’ perceptions about the treatment provided by the ED, staff 
behaviour, patients’ waiting times, and personal feelings during the attendance at ED.  
All participants perceived the quality of care they received from the emergency department 
they chose to attend to be high. 
Experience 
A patient’s ED experience refers to that patient’s personal previous and current experience in 
both public and private EDs. 
Prior good experience seems to play an important role in influencing patients’ decision 
making. Patients tend to attend the Emergency Department where they had prior good 
experiences. 
Those patients who had negative previous experience with an ED may choose the opposite 
ED for their future ED requirements. For example, two private patients (004, 005) had bad 
experiences in public EDs and two public patients (014, 015) had bad experiences in private 
EDs. 
Barriers to accessing ED 
Barriers to accessing EDs include financial barriers, such as the level of out-of-pocket 
payments. Additionally, patients identified waiting timesas well aslack of awareness of 
private ED services as barriers. 
It appears that the central issuesare the cost of accessing private EDs and long waiting 
timesfor accessing public EDs.  The majority of participants (20 out of 24) were aware of 
out-of-pocket payments as a barrier in accessing private EDs. In contrast, 10 participants 
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commented on the long waiting times in accessing public EDs; among them, seven were 
private ED patients. 
Attitudes toward gap payment 
A gap payment is a payment that may arise from the attendance of a private ED. The attitudes 
toward this payment are important for patients’ choices between public and private EDs. 
The majority of participants (17 out of 24) did not consider gap payment.However, those 
patients who considered gap payment tended to be public patients (013,014, 015, 019, and 
025). 
Previous connection with the hospital 
Previous connection with the hospital refers to a relationship between the hospital and the 
patient. Such a relationship can include the fact that a hospital holds the patient’s medical 
history (007, 009), is the same hospital where the patient had a previous operation (015) or is 
the same hospital where the patient attended for a similar condition (016). Only a few patients 
reported having a previous connection with the hospital; however, for those patients it was a 
decisive theme for the decision-making process. 
Other themes 
Perceived close vicinity influences a patient’s choice between public and private EDs. Eight 
patients out of twenty-four reported they chose the particular ED because the hospital is close 
to where they live. 
Specialist availability is also an important issue for patients’ decision making. One patient 
elected to go to the ED because all the specialists were available in the hospital (006). 
Another (024) reported that while both public and private hospitals have the same facilities, it 
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takes more time for a patient to access specialistsin public hospitals due to the time taken to 
evaluate whether specialist care is necessary. 
Availability of general practitioner (GP) service influences patient demand for ED service. 
Some patients accessed ED service because GP services were not available on the weekend 
or at night (006, 011, 012, 019, 022), or because GP service was not accessible in a timely 
manner (004). 
Patients’ perceived severity of ill health influences their decision to access ED service. Fifty 
percent of participants considered their condition for attending ED as serious.  
6.2 The Comparison BetweenPublic and Private EDs 
The respondents overall saw no difference in the quality of care between public and private 
hospital EDs. When asked about the advantages and disadvantages of the public and private 
systems, a 56-year-old public female patient (a former health worker) commented,‘I’d say 
both are equally good. I’d say waiting times are probably less in private hospitals, but cost 
more. I think staff are the same staff that work at public and private hospitals so it doesn’t 
make a difference. When we worked at a public hospital we were called bad. When we 
worked at a private hospital we were called good and I thought that was funny.’ 
On the other hand, some participants had different views about the in-patient care quality. A 
patient’s mother commented: 
I think there’s not a lot of difference in the accident and emergency section of the 
public and the private. I think you get just as good care. The testing, the X-rays, blood 
tests, all of the sort of thing I think is equal. But I think once you get admitted into a 
private hospital compared to a public hospital in my own personal experience seeing 
my family members treated in both, I think private hospital care is a lot better than 
public hospital care just because I don’t think they have the staff in the public 
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hospitals that they need to and they seem to get you in and out so much quicker, 
whereas if you were a private patient they look after you a lot better. The care is a lot 
better, they keep you in for longer, they make sure they treat you for the length of 
time they need to treat you for, you get the specialist care, whereas in the public 
system you are not looked after properly, you are not treated with the care you’re 
needed to be treated with, and you are dismissed and sent home far too quickly. I 
experienced that with my father who was in hospital for chest pains and experiencing 
memory loss and things. He was treated for one night and then sent home and 
unfortunately two weeks later, died of a stroke and I think that he was not tested 
enough in the public system. If he had been kept in hospital and if more testing was 
done, I think that could have been prevented. In a private hospital, I think he would 
have had the care and testing that he needed to have and I’m sorry but I do blame the 
public system for his death because I think that they dismissed him too quickly and 
they didn’t pick up the signs that they needed to pick up and I think he died, and I’m 
not saying I’m blaming them completely, but I think more testing was needed in that 
situation. (F, 18, Private ED) 
6.3 The Choice BetweenPublic and Private EDs 
The above recurrent themes that have emerged from the interviews do have a relationship 
with patients’ demand for ED service. However, not all of them are directly associated with 
the choice between public and private EDs. 
Core themes have emerged after constant comparison in searching for the factors that 
influence patients’ choices. These core themes include prior good experience with the 
hospital, perceived quality of care, long waiting timesfor accessing public ED, and attitudes 
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toward gap payment. It seems that patients’ choices result from weighing up the benefits 
against the barriers.  
Gap payments not a concern 
Patients were aware of gap payment in accessing private ED. However, private ED users did 
not consider it a problem because they saw benefits in the service and reduced waiting times.  
Receiving better service 
Patients are confident in the service provided by privateEDs. A 44-year-old male private 
patient stated that ‘there’s always gap for it, so after Medicare rebate, and there’s a gap to pay 
for less than 200 dollars. But the service you get I guess it’s nothing.’ 
To avoid long waiting in public 
Many private patients perceive the public ED to have a long waiting time. In response to 
whether a public hospital ED was considered for their illness, a 23-year-old male private 
patient answered:‘no, not really because I didn’t want to be waiting around all day.’ The 
father of an 18-year-old male private patient also commented: ‘I think the barriers are more 
about the length of queues and the wait times that you actually have to get through. The 
locality is also not necessarily easy to get to always for everybody, but from my point of view 
anyway it’s more about the wait times and the sitting around and waiting for things. When 
you want something treated you want it treated as quickly as you can.’ 
Low severity patients with PHI may choose to approach private EDs to avoid long waiting 
times in public EDs. A 26-year-old female private patient commented that ‘In terms of a 
medical issue it’s not that serious and that’s why I came here – because it’s not very high on a 
triage list.’ 
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Attending private ED is the only option 
In responding to the question ‘Why do you think private hospital EDs will meet your medical 
requirements at this occasion?’,a 44-year-old male patient answered: 
We don’t have that many choices; I mean public hospitals are overwhelmed by so 
many patients: they can’t even keep up the health system for patients. So this is the 
only option we have other than going to GP. GPs can’t do that much, for a situation 
like this even if you go to a GP they recommend to go and see a specialist or go to 
emergency. So this is the only option we have because we have private health 
insurance. 
Private EDs are more efficient than public 
One patient did not consider the gap payment a disincentive as he believes the private ED is 
more efficient than the public ED. An 18-year-old male private patient commented,‘I just 
think they’re more efficient; OK they cost a little bit more, but they’re more efficient and 
they actually are able to deal with things more quickly.’ 
Gap payments a concern 
The major issue that may stop patients from accessing private EDs is the gap payment. In 
responding to the question,‘Can you describe for me what issues you considered that made 
you decide to come to this hospital?’, the husband of a 61-year-old female public patient 
replied: 
Just the convenience of it. The ambulance, firstly, said if we come here it was going 
to be free. If we went to a private it would be 8 or 9 hundred dollars straight up so we 
didn’t actually know what treatment the patient needed to have so we thought we’d 
just come to the public first to see what would happen.  
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When patients believe that the public hospital ED provides good quality of care, they are 
most likely to consider the gap payment. In responding to the question ‘Why do you think the 
public hospital ED will meet your medical requirement at this occasion?’, a 33-year-old 
female public patient replied: 
I think that because the RBWH is the biggest hospital and public hospitals see the 
maximum amount of people, and so that means that they do the most amount of 
medical stuff everyday all the time. And so I think that maybe they do the best care as 
well. Most of the time they are really good. 
The patient further commented, ‘The only difference is we have to pay out-of-pocket fee 
which is $500. If we were to go to a private hospital ED, we have to pay $500. That’s the 
only downside for private.’ 
Long waiting times in public EDs 
Some public patients were also aware of long waiting times in public EDs. However, patients 
consider the quality of the service to be more important thanthelong waiting times. In 
responding to the question ‘What do you expect from the service of the public hospital ED?’, 
a 68-year-old public patient answered,‘I expect them to be an excellent service but I expect 
them to be slower than a private hospital, but I think the benefits of having a good team 
through the rest of the hospital is good.’ 
Availability of specialists, CTs, and MRIs 
The availability of specialists, CTs, and MRIs is perceived as better in public EDs compared 
with private. In responding to the question ‘Do you see any benefit in coming to a public 
hospital ED as opposed to private?’, the mother of an 18-year-old male public patient replied: 
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Lots of doctors on hand instantly for opinions when he’s got spinal troubles; 
specialists, CTs and MRIs and all that can be done straight away. That’s definitely an 
advantage rather than other places where you’ve got to book in or wait. That’s why 
they brought him here, because here they could get a CT scan straight away, whereas 
the PHHS (HSNPH) they couldn’t because they didn’t have anyone on there to do it. 
The daughter of an 85-year-old female private patient also commented, ‘We have been to the 
public ED during the night for this condition, and that’s due to the private hospitals weren’t 
set up for an ENT emergency.’ 
Negative experience 
Negative experience would lead the patient to access the opposite ED for their future 
requirements.In responding to a question ‘What made your make the decision to access 
public ED?’, a 44-year-old public male patient answered,‘Previous experience with private 
hospitals has been poor in the way of patient care, especially with pain relief, and also 
surgeons in the private hospitals covering up for each other.’ He further commented: 
The last particular incident I was speaking about was a specialist and there was a 
surgeon. They tell you one thing and do another. Before the operation the doctor said 
he would keep all the components; I had stuff removed from my wrist. I said I wanted 
those components. I didn’t tell him why. But my intention was to sue the original 
surgeon. As soon as I got out of surgery he came and saw me and said: ‘Oh no, I 
threw them out.’ Later found out the two doctors had been talking.  
A 34-year-old male public patient also told me a story of his fiancé:  
She had bad pain and ended up being in endometriosis and she came here first to 
RBWH through the ambulance, but it took a couple of hours to get seen and they 
wanted to transfer her to… sorry, they were at a different hospital and they transferred 
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her here, but anyway, a couple of hours to get seen there, transferred her here and then 
she actually spent several days with no food because they thought they might need to 
do surgery but they kept not having time to do the surgery so they ended up 
something like three or four days with no food and then eventually had to do the 
surgery because they couldn’t keep her starved for any longer. My fiancé at least has 
said that she never wants to go back to public. I was there for all of that.  
Needs-based choice 
When patients view public and private EDs as equally good, and do not have concerns over 
the gap payment, the choice between public and private ED is made based on the need for 
special types of care. A 30-year-old male public patient described his choice between public 
and private EDs as purely based on his belief in accessing specialist service. He commented: 
So both of them have the same facilities, I understand that. However, the processing 
time in a public hospital would be longer, because they have to assess the situation 
even further before they can actually say you go to a specialist. Whereas in a private, 
they wouldn’t even consider that: if you have to go, you have to go; it’s that decision 
made. Because you’re paying for that extra service, that’s how I see it.  
Based on this view, he gave an example of his choice between public and private EDs. He 
said that: 
So basically, I see going to a private hospital versus a public, if the emergency was 
really serious, say for example a broken bone that needs to fixed really quick, and 
with a specialist on hand, then I will go to a private hospital, and I am happy to pay 
for the excess, because it’s something that I know that if I take longer, then it’s going 
to affect my health. But if it’s something like a really intense pain, that I need fixed 
straight away, but doesn’t need a specialist straight away, then I will go to a private 
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[he said private but possibly meant to say public], because it can be fixed on the spot, 
but is here. If I have a car accident, for example, I would go to a private; but if I have 
a massive migraine or pain in my belly, then I would go to a public because it’s easier, 
and it’s something just general. So that’s why I choose private versus public, in this 
case. 
6.4 Discussion 
The aim of this study was to explore the reasons for choosing public or private hospital EDs 
for health care. Prior good experience, perceived quality of care, waiting times, and gap 
payment were the most frequent and important recurrent themes that were cited and related to 
patients’ decision-making processes. The central issue for patients’ choice is barriers of 
accessing emergency departments. This involves two potentially perceived barriers: the cost 
of accessing private EDs, and potential long waiting times when accessing public EDs. Our 
study providesevidence that supports the findings of a recent Perth study, which found that 
prior experience of the hospital, geographical location of the hospital, perceived quality of 
care, and waiting times were the most important themes influencing patients’ choices of 
ED(Shearer et al., 2014). 
The preliminary literature review(He et al., 2011)  identified three main factors (health need 
factors, predisposing factors, and policy factors) that were related to ED demand in general. 
Predisposing factors (such as age, gender, and socio-economic status) were not assessed by 
this study. However, this study confirmed that individual health need, perceived quality of 
care, perceived severity, perceived vicinity, and availability of GP service were important 
recurrent themes influencing ED demand.  
National health policies define how health care is delivered in society. In Australia, while 
public EDs provide free health care to all Australian permanent residents, accessing a private 
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ED imposes a significant out-of-pocket payment. Therefore, it is understandable that the cost 
was confirmed as the central issue for many patients, particularly the public ED respondents, 
to access private EDs.However, the respondents’ anticipation of the amount they would be 
charged at a private ED (some mentioned up to $900) seems to vary considerably from 
reality. 
Our findings also support the principal themes in health behaviour models. Accordingly, 
patients’ health-seeking behaviour is influenced by factors such as their perception of the 
urgency and severity of the condition, availability and affordability of the services, and 
perceived benefits versus costs and barriers of selecting a particular action (Toloo, Rego, 
FitzGerald, Vallmuur, & Ting, 2013). The choice between public or private ED seems to 
occur as a function of some reasoning and rational decision-making (Boudreaux, Cydulka, 
Bock, Borrelli, & Bernstein, 2009; Toloo et al., 2011a). If the condition is considered to 
require medical attention then the benefits of, and barriers to, visiting a public or private ED 
are considered. Benefits and barriers may include financial costs, convenience, access, and 
availability (perceived or actual). The majority of the participants were aware of the private 
ED gap payments. However, it seems that in a real decision-making process, the patients’ 
financial concern is weighed against other priorities. For example, if a patient is not 
financially constrained, other factors, such as the perception of the care quality and 
anticipation of waiting times, may affect their choice. 
The decision also reflects the patients’ beliefs and knowledge about the particular health 
system they choose, as well as the norms and values they have learnt about how to act 
duringa time of illness. As was noted, the participants’ previous experiences strongly 
influence their choice between public and private EDs. They tend to choose the ED where 
they have had a positive experience, and tend to choose the opposite ED if the previous 
experience was negative. 
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Previous studies have also shown the influence of others on patients’ decisions (G. 
FitzGerald, Toloo, Aitken, Keijzers, & Scuffham, 2015; Marcus & Forsyth, 2009). We did 
not directly ask whether other people influenced a patient’s decision. However, since some of 
the interviews were conducted with the patients’ companions, it is possible that the 
companion either made the choice or influenced the decision. Furthermore, one of the 
interviewees indicated that the (inaccurate) information about gap payment suggested by the 
paramedic personnel made them choose the public ED. It is not clear whether it would have 
encouraged the patient to attend a private ED had they been provided with accurate 
information about the fees. 
Other issues that may stop patients from accessing private EDs are patients’ perceptions 
regarding the availability of specialists, CTs, and MRIs. As these services might not be 
available for 24 hours in private, patients may have to go to public.  
One of the patients’ perceived advantages of private hospitals is that a private hospital might 
provide better service than a public hospital once the patient has been admitted to an inpatient 
ward. This is evident in the comparison done by the mother of an 18-year-old private female 
patient; she commented,‘if you were a private patient they look after you a lot better. The 
care is a lot better, they keep you in for longer, they make sure they treat you for the length of 
time they need to treat you for.’ 
When core themes were compared between public and private ED patients, the direction of 
patients’ choice became clear. Those patients who preferred a public ED, had previous good 
experiences in a public ED, and viewed no barriers to accessing a public ED were most likely 
be public patients. In a similar way, patients who preferred a private ED, had previous good 
experiences in a private ED, and viewed no barriers to accessing a private ED were most 
likely be private patients. Such direction is defined by the patient’s ‘mental state,’ a concept 
brought up by a patient’s daughter (F, 85, private), who stated, ‘If you’re in with private 
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health and you have your own specialist, and you have been in a hospital, admitted before, 
and you know the routine, then that’s a better option, mentally to us.’ This ‘mental state’ can 
be understood as a sense of personal belonging, influenced by financial status (PHI status), 
previous experience, and medical history or previous connection with the hospital. It is the 
orientation of a patient’s choice. 
There are some limitations for this study. First, the sample size was small. However, 
saturation of themes occurred after eight interviews in both public and private EDs, and 
therefore the small sample size will not significantly influence the findings. Second, the 
findings of this study represent the views of ED patients in Brisbane and do not necessarily 
represent those of all ED patients in Australia. However, the findings might be transferable to 
those ED patients in other cities in Australia.  
6.5Conclusions 
This exploratory qualitative study suggests that patients with PHI who choose to attend 
public EDs appear to value financial concernsahead of longer waiting times, while those who 
choose to attend private EDs appear to value shorter waiting times ahead of financial 
concerns. The findings of this qualitative study formed the basis of knowledge in developing 
a questionnaire for further quantitative study, to understand the effects of these and other 
factors on patients’ choice and whether alternative acute care models can better accommodate 
the patients’ needs than the overcrowded public hospital EDs. 
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Chapter 7: Results of Descriptive and Bivariate Analysis 
The objective of this study is to explain patients’ reasons for choosing between public and 
private EDs for emergency care. This chapter presents the results of the first part of the 
quantitative study. The descriptive and bivariate results are presented together by comparing 
respondents’ distributions between public and private ED patients.A total of 280 patients 
participated in this study (public 140 and private 140). 
7.1 Demographic Variables 
It has been well documented that social demographic factors influence demand for ED 
services. This study includes arange of demographic variables for bivariate analysis to 
provide a broad picture of how these factors may influence patients’ choice between public 
and private EDs. Variables that had significant associations with patients’ choice were 
included in multivariate analysis. 
Age 
Age was a continuous variable ranging from 18 to 94 years. The average age of private ED 
patients (Mean=56.30, SD=19.97) was significantly different to public counterparts 
(Mean=46.13, SD=16.85); t (271) = −4.55, p<0.001. Age was used as a continuous variable 
for multivariate analysis.  
Postcodes IRSD score 
Respondents were asked to provide residential postcodes and this information was analysed 
based on the Socio-Economic Index for Areas (SEIFA), in which the Index of Relative 
Socio-Economic Disadvantage (IRSD) was used to compare the scores between public and 
private hospital ED patients. The score of IRSD for residential areas is from 1 to 10, where1 
indicates the area is the most disadvantaged, and 10indicates thearea is the leastdisadvantaged. 
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It seems that private hospital ED patients had higher Postcodes IRSD scores than their public 
counterparts (8.21 Vs 7.75). However, this was not statistically significant, t (245) = − 1.756 
p = 0.080. 
Gender 
In a total sample of 280 participants, males corresponded to 47% of ED attendances. The 
percentage distributions for gender were identical when comparing private and public 
patients (Table 7.1).  
Marital status 
A total of 279 participants (only 1 missing data) were included in marital status analysis. The 
majority (58.4%) of respondents indicated that they were currently married. The Table 7.1 
shows the sampling distributions comparing public patients with private across all categories.   
There was a significant association between the marital status and the patients’ choice (χ² 
(Fisher’s exact test) = 13.6; p = 0.030). Pearson correlations of 0.156 indicated a weak 
relationship between these two variables. The proportions of private patients who were 
married (61.40%) and widowed (10.00%) were significantly higher than their public 
counterparts (55.40% and 3.60% respectively); whereas the proportion of public patients who 
reporteda de facto relationship (12.20%) was significantly higher than private 
patients(6.40%). 
This variable was collapsed into a dichotomous variable for further analysis: ‘with partner’ 
including categories of married and de facto relationships, and ‘without partner’ including 
categories of never married, widowed, divorced, separated but not divorced, and not 
applicable.   
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Table 7.1 Comparison of the frequency distributions between public and private ED 
patients by gender, marital status, living arrangements, and transport mode 
Variable Public patients Private patients P value 
Number Percentage Number Percentage 
Gender 
      Male 
      Female 
Marital status 
      Married 
      Never married 
      Widowed 
      Divorced 
      Separated but not devoiced 
      De facto relationship 
      Not applicable 
Living arrangements 
      Alone 
      With my partner/spouse 
      With my partner and children 
      With my children 
      With other 
Transport of respondents 
      Ambulance  
      Own car 
      Police 
      Family/friend car 
      Taxi 
      Public transport 
      Other 
 
66                47.10% 
74                52.90% 
 
77                55.40% 
17                12.20% 
5                  3.60% 
9                  6.50% 
4                  2.90%  
17                12.20% 
10                7.20% 
 
22                15.80% 
54                38.80% 
42                30.20% 
6                  4.30% 
15                10.80% 
 
55                39.60% 
39                28.10% 
1                  0.70% 
32                23.00% 
8                  5.80% 
2                  1.40% 
2                  1.40% 
 
66                47.10% 
74                52.90% 
 
86                61.40% 
20                14.30% 
14                10.00% 
7                   5.00% 
2                   1.40% 
9                   6.40% 
2                   1.40% 
 
19                13.60% 
60                42.90% 
37                26.40% 
9                  6.40% 
15                10.70% 
 
40                28.60% 
43                30.70% 
0                  0.00% 
43                30.70% 
7                  5.00% 
2                  1.40% 
5                  3.60% 
1.000 
 
 
0.030 
 
 
 
 
 
 
 
0.836 
 
 
 
 
 
0.350 
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Living arrangements 
Living arrangements indicate the level of family support and there were five categories to 
choose from. A total of 279 respondents (one missing data) were included in the analysis, 
with the highest percentage (40.9%) of respondents living with a partner or spouse, 
followedby 28.3 % of respondents living with a partner/spouse and child/children, indicating 
high family support in our study sample. Table 7.1 presents the percentage distributions 
comparing public patients with private across all categories; the percentage distributions were 
similar between public and private patients. 
Transport of respondents 
A total of 279 respondents (one missing data) were validated for this variable analysis. 
Ambulance, own car, and family/friend’s car formed the top three types of transport, with 
percentages of 34.1, 29.4, and 26.9 respectively. Table 7.1 shows sampling distributions 
comparing public with private patients across all categories. It seems that more public 
patients (39.60%) used ambulance than their private counterparts (28.60%); whereas more 
private patients (30.70%) tended to use a family member or friend’s car than public patients 
(23.00%); however, these were not statistically significant χ² (Fisher’s exact test) = 6.53; p = 
0.350. 
The level of highest qualification 
The level of highest qualification is an important socio-economic marker and there were six 
categories for participants to choose from. The majority (56.8%) of respondents indicated that 
they had a highest education level of tertiary; followedby 32.1% of respondents with a 
secondary school education. Table 7.2 presents the sample distributions comparing public 
patients with private across all categories and the percentage distributions were similar 
between them. 
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Number of education years completed in Australia 
Apart from the level of highest qualification, an additional question was asked to provide 
information related to the number of education years completed in Australia. 46.6% of 
respondents reported that they had 13 years or more of education completed in Australia. 
Table 7.2 shows the sampling distributions, comparing public patients with private across all 
categories. There was not a statistically significant association between number of education 
year completed in Australia and patients’ choice χ² = 1.17; p = 0.883. 
Employment status 
Employment status is an important socio-economic indicator and there were eightcategories 
to choose from. The majority of respondents reported that they were employed, with the 
highest percentage (45%) of participants employedin a full-time position, followedby 15% of 
respondents employedin a part-time position. Table 7.2 presents respondents’ distributions, 
comparing public patients with private across all categories. There were statistically 
significant associations between employment status and patients’ choice χ² (Fisher’s exact 
test) = 13.89; p = 0.044. The proportion of public patients to state that they worked in a full-
time position (48.60%) was significantly higher than private patients (41.40%), whereas the 
proportions of private patients to report their work status as retired (19.30%) and pensioner 
(13.60%) were significantly higher than public patients (13.60% and 7.90% respectively). 
This variable was also collapsed into a dichotomous variable for further 
analysis,with‘employed’ including categories of employed full-time, employed part-
time/casual, and ‘unemployed’ including categories of unemployed, retired, pensioner, 
student, homemaker, other.  
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Weekly income 
Weekly household incomes are a critical indicator of socio-economic status. The 
interpretation of this variable should be cautious as more than 10% of data was missing. The 
majority of respondents (64.9%) reported their weekly household incomes as median to high 
(more than $1000 weekly), with the highest percentage (26.3%) of respondents earning 
$2000 or more weekly. Table 7.2 presents respondents’ distributions, comparing public 
patients with private across all categories; the percentage distributions were similar between 
public and private patients.  
Table 7.2 Comparison of the frequency distributions between public and private ED 
patients by highest qualification, education completed in Australia, employment status, 
and weekly income 
Variable Public patients Private patients P value 
Number Percentage Number Percentage 
Highest qualification 
      None 
      Primary school 
      Secondary school 
      Tertiary 
      Other 
      Not applicable 
Education completed in Australia 
      None  
      1-5 years 
      6-8 years 
      9-12 years 
      13 years or more 
Employment status 
      Full-time 
      Part-time/casual 
      Unemployed 
      Retired 
 
1                  0.70% 
2                  1.40% 
45                32.10% 
81                57.90% 
9                  6.40% 
2                  1.40% 
 
12                8.60% 
8                  5.70% 
7                  5.00% 
44                31.40% 
69                49.30% 
 
68                48.60% 
18                12.90% 
6                  4.30% 
19                13.60% 
 
0                  0.00% 
9                  6.40% 
45                32.10% 
78                55.70% 
7                  5.00% 
1                  0.70% 
 
16                11.50% 
8                  5.80% 
8                  5.80% 
46                33.10% 
61                43.90% 
 
58                41.40% 
24                17.10% 
2                  1.40% 
27                19.30% 
0.272 
 
 
 
 
 
 
0.883 
 
 
 
 
 
0.044 
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Variable Public patients Private patients P value 
Number Percentage Number Percentage 
      Pensioner 
      Student (not working) 
      Homemaker 
      Other 
 
Weekly income 
      $1-149 
      $150-249 
      $250-399 
      $400-599 
      $600-799 
      $800-999 
      $1000-1299 
      $1300-1599 
      $1600-1999 
      $2000 or more 
11                7.90% 
1                  0.70% 
4                  2.90% 
13                9.30% 
 
 
1                  0.80% 
1                  0.80% 
9                  7.10% 
10                7.90% 
9                  7.10% 
9                  7.10% 
25                19.80% 
10                7.90% 
21                16.70% 
31                24.60% 
19                13.60% 
2                  1.40% 
5                  3.60% 
3                  2.10% 
 
 
3                  2.40% 
0                  0.00% 
14                11.20% 
13                10.40% 
11                8.80% 
8                  6.40% 
14                11.20% 
9                  7.20% 
18                14.40% 
35                28.00% 
 
 
 
 
 
0.621 
 
 
 
 
 
 
 
 
 
 
 
Cultural background of respondents 
The cultural background of patients may influence their choice between public and private 
EDs. Three variables were used to measure patients’ cultural background, these variables 
were: indigenous status, country of birth, and place of residence. Among the total of 280 
respondents, the majority (98.9%) of respondents reported they were not indigenous, 0.7% 
indicated Torres Strait Islander, and 0.4% stated Aboriginal. The majority (77.1%) of 
respondents in our study sample (only 0.4% missing data) were born in Australia and 22.9% 
were born overseas. The majority (99.6%) of respondents stated they lived in Australia and 
only 0.4% reported that they lived overseas. There was 4.3% of missing data for this variable. 
Table 7.3 shows respondents’ distributions comparing public patients with private for these 
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variables. There were not a statistically significant association between these variables and 
patients’ choice. 
Table 7.3 Comparison of the frequency distributions between public and private ED 
patients by indigenous status, country of birth, and place of residence 
Variable Public patients Private patients P value 
Number Percentage Number Percentage 
Indigenous status 
      No 
      Yes, Aboriginal 
      Yes, Torres Strait Islander 
      Yes, both 
Country of birth 
      Australia 
      Other 
Place of living 
      Australia 
      Overseas 
 
137              97.90% 
1                   0.70% 
2                   1.40% 
0                   0.00% 
 
109               78.40% 
30                 21.60% 
 
135               99.30% 
1                    0.70% 
 
140              100.00% 
0                   0.00% 
0                   0.00% 
0                   0.00% 
 
106              75.70% 
34                24.30% 
 
132              100.00% 
0                   0.00% 
0.247 
 
 
 
 
0.591 
 
 
1.000 
 
 
Summary of findings for demographic variables 
Binary analysis to examine the similarities and differences between public and private ED 
patients for demographic variables indicated that public and private patients have similar 
demographic characteristics, areidentical in gender, come from the same cultural background, 
and have similar educational backgrounds, and with comparable income. However, the 
analysis identified some differences between public and private ED patients and these are 
summarised in table 7.4. 
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Table 7.4 Summary of differences between public and private ED patients for 
demographic variables 
Public patients tend to Private patients tend to 
be younger be older 
be in de facto relationships be married and widowed 
have full-time jobs be retired and pensioner 
 
7.2 Variables Related to the Illness that Leads to the EDVisit 
These variables were designed to establish a broad picture regarding the illness that leads 
patients to ED service. These variables included an open-ended question to explore patients’ 
own descriptionsof illness; numeric rating scale variables to investigate the seriousness and 
urgency of the illness; variables for general health status; variables for patients’ perceived 
priority and the frequency of ED use.   
Patients’ own descriptions about their illness 
Respondents were asked to give their own descriptions about the illness that lead them to the 
ED. There were more than 100 descriptions and these descriptions were summarised based on 
ICD categories. Table 7.7 presents respondents’ distributions comparing public patients with 
private across all categories. Injury and poisoning, circulatory system ailments, digestive 
system ailments, and infections & parasitic ailments formed the top four of ICD categories. It 
seems respondents’ distributions were similar when comparing public patients with private in 
the top four ICD categories.  
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Table 7.5 Patients’ Own DescriptionsofIllness Based on ICD 
 
ICD Code 
Public 
     N              % 
Private 
    N              % 
I-Infectious and parasitic     13             9.1    16           11.3 
II-Neoplasms       0             0.0      0             0.0 
III-Blood     11             7.7      3             2.1 
IV-Endocrine, nutritional       2             1.4      1             0.7 
V-Mental and behavioural disorders       1             0.7      0             0.0 
VI-Nervous System     13             9.1      8             5.6 
VII-Eye and adnexa       1             0.7      4             2.8 
VIII-Ear-mastoid process       0             0.0      1             0.7 
IX-Circulatory system     22           15.4    28           19.7 
X-Respiratory system       7             4.9      5             3.5 
XI-Digestive system     17           11.9    20           14.1 
XII-Skin and subcutaneous tissue       8             5.6      5             3.5 
XIII-Musculoskeletal system and connective tissue       5             3.5    14             9.9 
XIV-Genitourinary system       4             2.8      4             2.8 
XV-Pregnancy, childbirth and puerperium       7             4.9      0             0.0 
XVI-Conditions originating in perinatal period       0             0.0      1             0.7 
XVII-Congenital malformations deformations etc       0             0.0      0             0.0 
XVIII-Abnormal clinical and laboratory findingsnec       0             0.0      0             0.0 
XIX-Injury& poisoning       29          20.3    27           19.0 
XX-External causes of morbidity and mortality         0            0.0      0             0.0 
XXI-Factors influencing health status etc        3            2.1      5             3.5 
Total    143        100.0  142         100.0 
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Seriousness, urgency, and pain of the illness 
The survey used 11-pointnumeric rating scales to measure the seriousness, urgency, and pain 
of the illness. The average scores for patients’ perceived seriousness and urgency before 
hospital were around 6 to 7, indicating moderately high seriousness and urgency. Table 7.6 
presents the average score of patients’ perceived seriousness, urgency, and pain comparing 
public patients with private. There were no significant associations between these variables 
and patients’ choice.  
Table 7.6 Average scores of seriousness, urgency, and pain of the illness comparing 
public ED patients with private 
Variable Public patients Private patients P value 
 N Mean Media
n 
SD N Mean Media
n 
SD  
Seriousness          
      Before 140 6.51 7.00 2.103 139 6.29 7.00 2.033 0.361 
      Now 138 5.36 6.00 2.523 139 5.42 5.00 2.187 0.827 
Urgency          
      Before 140 6.83 7.00 2.292 140 6.36 7.00 2.423 0.096 
      Now 138 5.19 5.00 2.780 139 5.16 5.00 2.435 0.924 
Pain          
      Before 140 4.84 5.00 3.355 139 4.89 5.00 3.283 0.902 
      Now 139 3.45 3.00 2.711 138 3.23 3.00 2.558 0.500 
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Table 7.7 Comparison of the frequency distributions between public and private ED 
patients by problem onset, other conditions, overall health, prior ED visiting, and 
priority before treatment 
Variable Public patients Private patients P 
value 
Number Percentage Number Percentage 
Problem onset 
Today 
      Less than a week ago 
      More than a week ago 
      Chronic/long term condition 
Other conditions 
Yes 
      No 
Overall Health 
      Excellent 
      Very good 
      Good 
      Fair 
      Poor 
Prior ED visiting (past 6 
months) 
      0 
      1 
      2   
      3 
      More than 3 
Priority before treatment 
      Priority 1 
      Priority 2 
      Priority 3 
      Priority 4 
 
56                  40.90% 
41                  29.90% 
23                  16.80% 
17                  12.40% 
 
53                  37.90% 
87                  62.10% 
 
38                  27.10% 
43                  30.70% 
40                  28.60% 
13                  9.30% 
6                    4.30% 
 
94                  67.10% 
24                  17.10% 
10                  7.10% 
5                    3.60% 
7                    5.00% 
 
15                  10.70% 
30                  21.40% 
36                  25.70% 
38                  27.10% 
20                  14.30% 
 
54                38.80% 
46                33.10% 
28                20.10% 
11                7.90% 
 
62                44.30% 
78                55.70% 
 
27                19.30% 
49                35.00% 
32                22.90% 
23                16.40% 
9                   6.40% 
 
94                67.60% 
24                17.30% 
12                8.60% 
6                  4.30% 
3                  2.10% 
 
20                14.50% 
24                17.40% 
38                27.50% 
37                26.80% 
17                12.30% 
0.555 
 
 
 
 
0.274 
 
 
0.164 
 
 
 
 
 
0.777 
 
 
 
 
 
0.850 
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      Priority 5 
      Other    
1                    0.70% 2                  1.40%  
The onset of the problem 
The participants were asked to state when the problem started and there were four categories 
to choose from. More than 70% of respondents stated that their problem started less than a 
week ago. Table 7.7 shows percentage distributions across all categories with 1.4% missing 
data. There was not a statistically significant association between the commencement of the 
problem and patients’ choice. 
General health status 
Two variables were used to measure general health status of respondents. First, patients were 
asked if they had other conditions. The majority (58.9%) of respondents stated that they did 
not have other conditions. Second, patients were asked to specify their overall health and 
there were five categories to choose from. More than 81% of respondents reported 
excellent/very good/good health. Table 7.7 presents respondents’ distributions, comparing 
public patients with private for these variables. There were no significant associations 
between these variables and patients’ choices. 
Prior ED visiting 
Prior ED visiting provides further evidence for general health status. Patients were asked to 
report how many times in the past six months they accessed ED service. The majority (67.4%) 
of respondents indicated that they were single ED users.  Table 7.7 demonstrates respondents’ 
distributions, comparing public patients with private. No significant association was found 
between prior ED visiting and patients’ choices. 
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Self perceived priority before treatment 
Priorities of treatment were measured and defined by the specific time frame within which 
patients should be approached and there were five categories to choose from (priority 1–
approach immediately; priority 2 – approach within 10 minutes; priority 3 – approach within 
30 minutes; priority 4 – approach within 1 hour; and priority 5 – approach within 2 hours). 
There were more than 53% of the respondents indicating either priority 3 or priority 4.  Table 
7.7 provides the comparison of respondents’ distributions between public and private patients 
and shows that the percentage distributions were similar between them. 
Summary of findings for variables related to the illnesses that led to ED visits 
Binary analysis for the variables related to the illnesses indicated that public and private 
patients were similar in terms of the patients’ self-perceived seriousness, self-perceived 
urgency, self-perceived pain, overall health, and self-perceived priority before treatment.  As 
patients’ self-perceived pain scores were low, it was clear that patients’ self-perceived 
seriousness and urgency were the important factors that led patients to access emergency 
services. 
7.3 Issues Related to Decision Making 
Multiple variables may potentially influence patients’ decision to access ED service. These 
variables include patients’ perceptions of the quality of care provided by EDs, 
theirpreviousexperience of ED service, the expected out-of-pocket payments, the place where 
the decision was made, and the suggestions of others. 
Patients’ perceived quality of care 
We used 11-point numeric rating scales to measure patients’ perceived quality of care. The 
average scores for quality of care were around 8 to 9 with 2.1% missing data, indicating a 
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high quality of care was perceived by patients. It seems that the mean of the perceived quality 
of care for private ED patients (Mean=8.91, SD=1.166) was significantly higher than it was 
for their public counterparts (Mean=8.55, SD=1.598); t (272) = − 2.087, p=0.038. This 
variable was used as a continuous variable for multivariate analysis.  
Previous experience with opposite ED 
Patients’previous ED experience, either positive or negative, influences their 
subsequentchoices between public and private EDs.Private patients refer to the patients who 
attend private hospital EDs. Previous opposite ED experience refers to private patients’ prior 
public ED experience and vice versa. The majority (53.6%) of respondents had experience 
with the opposite kind of ED. Table 7.8 shows the comparison results of respondents’ 
distributions between public and private patients. The proportion of private patientswith 
experience oftheopposite ED (62.90%) wassignificantly higher than their public counterparts 
(44.30%), χ² = 9.707; p = 0.002. 
Evaluation of opposite ED experience 
Patients who had previous experience with opposite ED were asked to evaluate their 
experience and there were five categories to choose from. More than 71% of these patients 
reported their experience as excellent/very good/good. Table 7.8 presents the results of 
respondents’ distributions, comparing public patients with private. There was a statistically 
significant association between evaluation of the opposite ED experience and patients’ choice 
(χ² = 25.28; p < 0.001). The proportion of public patients to report excellent experience 
(41.90%) wassignificantly higher than private patients (12.00%); whereas the proportion of 
private patients to state fair/poor experience (41.00%) wassignificantly higher than their 
public counterparts (11.30%). This variable was used as a categorical variable for further 
analysis. 
120 
 
 
 
Table 7.8 Comparison of the frequency distributions between public and private ED 
patients by previous experience with opposite ED, evaluation of opposite ED experience, 
previous ED experience, and evaluation of previous ED experience 
Variable Public patients Private patients P 
value 
Number Percentage Number Percentage 
Previous experience with 
opposite ED 
      Yes 
      No 
Evaluation of opposite ED 
experience 
      Excellent 
      Very good 
      Good 
      Fair 
      Poor 
Previous ED experience 
      Yes 
      No 
Evaluation of previous ED 
experience 
      Excellent 
      Very good 
      Good 
      Fair 
      Poor 
 
62                44.30% 
78                55.70% 
 
26                41.90% 
15                24.20% 
14                22.60% 
6                   9.70% 
1                   1.60% 
 
117              84.20% 
22                15.80% 
 
35                30.40% 
42                36.50% 
27                23.50% 
9                   7.80% 
2                   1.70% 
 
88                62.90% 
52                37.10% 
 
10                12.00% 
18                21.70% 
21                25.30% 
19                22.90% 
15                18.10% 
 
111              79.30% 
29                20.70% 
 
47                44.30% 
45                42.50% 
10                9.40% 
1                   0.90% 
3                   2.80% 
0.002 
 
 
0.001 
 
 
 
 
 
0.291 
 
 
0.002 
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Evaluation of previous ED experience 
Previous ED experience refers to private patients’ prior private ED experience and vice versa. 
81.7% of respondents had previous ED experience and were asked to evaluate their 
experience. Among the patients who had previous ED experience, more than 93% of them 
stated their experience as excellent/very good/good. Table 7.8 presents the results of 
evaluation of previous ED experience by comparing respondents’ distributions between 
public and private patients. A significant association was found between the evaluations of 
previous ED experience and patients’ choice χ² (Fisher’s exact test) = 16.16; p = 0.002. The 
proportion of private patients to report excellent experience (44.30%) was significantly 
higher than public patients (30.40%). 
Expected private ED out-of-pocket payment 
Out-of-pocket payments are potential barriers in stopping patients from accessing private 
hospital EDs. Patients were asked to specify how much they expected to pay for accessing a 
private hospital ED and there were six categories to choose from. Only 23% of respondents 
correctly predicted the right amount of payment. Table 7.9 shows the results of expected ED 
payment by comparing respondents’ distributions between public and private patients. A 
significant association was found between the expected ED out-of-pocket payment and the 
patients’ choice χ² = 32.74; p < 0.001. Private patients (34.10%) weremore likely than public 
patients (12.00%) to predict the right amount of private ED out-of-pocket payment. 
This variable was reclassified into three categories for further analysis: ‘≤ $200, $201-300, 
and > $300.’ 
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Expected private ward out-of-pocket payment 
Payments for admission into a private hospital in-patient ward may also be a barrier in 
stopping patients from accessing private EDs as a proportion of private hospital ED patients 
would be admitted. The majority (60.9%) of respondents predicted that their payment would 
be less than $500.  Table 7.9 demonstrates the results of the expected private ward out-of-
pocket payment by comparing patients’ distributions between public and private. There were 
no significant associations found between this variable and patients’ choice.  
Table 7.9 Comparison of the frequency distributions between public and private ED 
patients by location, attended with companion, expected ED payment, expected ward 
payment, and decision maker 
Variable Public patients Private patients P value 
Number Percentage Number Percentage 
Location 
      At home 
      At work 
      In a public place 
      Other 
Attended with companion 
No, I was by myself 
      Yes, with my family/friends 
      Yes, with my colleagues 
      Other 
Expected ED payment 
      $0-100 
      $101-200 
      $201-300 
      $301-400 
      $401-500 
>$500 
Expected ward payment 
      $0-500 
 
66                47.50% 
23                16.50% 
44                31.70% 
6                   4.30% 
 
22                15.70% 
79                56.40% 
16                11.40% 
23                16.40% 
 
30                22.60% 
16                12.00% 
29                21.80% 
25                18.80% 
14                10.50% 
19                14.30% 
 
75                56.40% 
 
83                60.10% 
14                10.10% 
35                25.40% 
6                   4.30% 
 
24                17.10% 
84                60.00% 
7                   5.00% 
25                17.80% 
 
18                13.60% 
45                34.10% 
42                31.80% 
16                12.10% 
3                   2.30% 
8                   6.10% 
 
81                65.90% 
0.161 
 
 
 
 
0.161 
 
 
 
 
0.001 
 
 
 
 
 
 
0.169 
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      $501-1000 
      $1001-3000 
      $3001-5000 
>$5000 
Decision maker 
      My own decision 
      GP decided 
      Ambulance staff decided 
      13HEALTH decided 
      My family/friends decided 
      People at work decided 
      Other 
26                19.50% 
18                13.50% 
4                   3.00% 
10                7.50% 
 
68                48.60% 
22                15.70% 
28                20.00% 
2                  1.40% 
9                  6.40% 
4                  2.90% 
7                  5.00% 
26                21.10% 
12                9.80% 
1                  0.80% 
3                  2.40% 
 
62                44.30% 
34                24.30% 
8                   5.70% 
1                   0.70% 
25                17.90% 
4                   2.90% 
6                   4.30% 
 
 
 
 
0.001 
 
 
 
 
 
 
 
Place where decision was made 
Patients were asked to specify the place where the decision was made and there were four 
categories to choose from. The majority (53.8%) of respondents indicated they made their 
decision from home. Table 7.9 demonstrates the comparison of respondents’ distributions 
between public and private patients. No statistically significant association was found 
between the place where the decision was made and patients’ choice. 
With or without somebody while making the decision 
This item was designed to examine if patients were accompanied by other people while 
making the decision and there were five categories to choose from. The majority (58%) of 
respondents reported they were accompanied by their family or friends. Table 7.9 shows 
respondents’ distributions comparing public patients with private. There was no significant 
association found between this variable and patients’ choice. 
Table 7.10 Comparison of the frequency distributions between public and private ED 
patients among those patients who contact with anyone 
Variable Public patients (98) Private patients (95) χ² (1) P 
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N % N % value  
My GP 42 42.9 56 58.9 4.997 0.025 
Ambulance 35 35.7 19 20.0 5.911 0.015 
Contact 
13HEALTH 
5 5.1 3 3.2  0.721 
Other 33 33.7 30 31.6 0.096 0.756 
 
Contact with anyone 
Patients were asked if they had contacted anyone before coming to the hospital and were 
asked to select all the answers that applied to them from five categories.  Table 7.10 presents 
respondents’ distributions comparing public patients with private across all categories among 
those who had contacted someone. The proportion of private patients to contact a GP (58.9%) 
wassignificantly higher than for their public counterparts (42.9%), χ² (1) = 4.997, p = 0.025; 
whereas the proportion of public patients to contact the ambulance (35.7%) wassignificantly 
higher thanamongprivate patients (20.0%), χ² (1) = 5.911, p = 0.015. 
Suggested by someone 
Respondents were asked if they had been suggested by someone to come to the hospital and 
were asked to select all the answers that applied to them from seven categories. Table 7.11 
demonstrates the results of respondents’ distributions, comparing public patients with private 
across all categories among those patients who had been suggested by someone. It appears 
that private patients (39.2%) were more likely to be suggested by their GP than public 
patients (24.6%) χ² (1) = 5.827 p = 0.016; whereas public patients (27.1%) were more likely 
to be suggested by ambulance staff compared with their private counterparts (11.7%) χ² (1) = 
9.111 p = 0.003.  
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Table 7.11 Comparison of the frequency distributions between public and private ED 
patients among those patients whose hospital visits were suggested by someone 
Variable Public patients (118) Private patients 
(120) 
χ² (1)  P value  
N % N % 
GP 29 24.6 47 39.2 5.827 0.016 
Ambulance staff 32 27.1 14 11.7 9.111 0.003 
13HEALTH 6 5.1 5 4.2 0.114 0.736 
My family/friends 34 28.8 40 33.3 0.567 0.451 
People at work 9 7.6 7 5.8 0.305 0.581 
Other 26 22.0 20 16.7 2.022 0.364 
 
Decision maker 
Participants were asked to indicate who made decisions for them to come to the hospital and 
there were seven categories to choose from. ‘My own decision,’‘my GP,’ and ‘ambulance 
staff’were the top three decision makers, accounting for 46.4%, 20%, and 12.9%of responses 
respectively. Table 7.12 shows the results of the decision maker question by comparing 
respondents’ distributions between public and private patients. A significant association was 
found between the decision maker and the patients’ choice χ² (Fisher’s exact test) = 22.44; p 
= 0.001. The proportions of private patients’ decisions to be made by GP (24.30%) and 
family/friend (17.90%) were significantly higher thantheir public patient 
counterparts’proportionsof 15.70% and 6.40% respectively; whereas the proportion of public 
patients’ decisions to be made by ambulance staff (20.00%) was significantly higher than 
private patients (5.70%). 
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This variable was also reclassified into five categories for further analysis, including: ‘it was 
my own decision; my GP decided; ambulance staff decided; my family or friends decided’; 
and others which include: ‘I called 13HEALTH and they decided,’‘people at work decided,’ 
and ‘other decided.’ 
Summaries of findings for variables related to decision making 
The findings from binary analysis for variables related to decision making are summarised in 
table 7.12. 
 
 
 
 
Table 7.12 Summaries of Findings for Variables Related to Decision Making 
Public patients Private patients 
more likely to have lower score in self 
evaluated quality of care (11-point scale) 
more likely to have higher score in self evaluated 
quality of care (11-point scale) 
less likely to have opposite ED experience more likely to have opposite ED experience 
more likely to report excellent opposite ED 
experience 
more likely to state fair/poor opposite ED 
experience 
less likely to report excellent previous ED 
experience 
more likely to report excellent previous ED 
experience 
less likely to predict the right amount of 
private ED out-of-pocket cost 
more likely to predict the right amount of private 
ED out-of pocket cost 
more likely to contact ambulance more likely to contact GP 
more likely to be suggested by ambulance 
staff 
more likely to be suggested by GP 
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the decisions were more likely to be made by 
ambulance staff 
the decisions were more likely to be made by GP 
and family/friend 
 
7.4Patients’AttitudesToward ED Service 
It is well documented that attitudes strongly influence individuals’ behaviour.  A series of 
statements were adapted to examine patients’ attitudes toward ED services. These statements 
include quality of the service, quality of the clinical care, and financial barriers of the service. 
Patients were required to indicate the degree to which they agreed or disagreed with the given 
statements. All of these variables were used as ordinal variables for further analysis.  
Allows more time for thorough investigation 
Patients were asked to indicate if the hospital ED they attended allowed more time for 
thorough investigation than the opposite ED. It seems that more patients agree to this 
statement than disagree, with percentages of 38.2, and 22.2 respectively. Table 7.13 presents 
respondents’ distributions comparing public patients with private. A significant association 
was found between thorough investigation and patients’ choice χ² (4) = 12.55; p = 0.014. 
Pearson correlations of 0.072 indicated a very weak relationship between these two variables. 
The proportion of private patients to agree with this statement (38.60%) was significantly 
higher than their public counterparts (20.70%). 
Better environment 
Participants were asked to state if the environment of the hospital ED they attended was 
better than the opposite hospital ED. It is clear that the number of patients who agreed 
(43.93%) with the statement was more than double the number of patients who disagreed 
(19.64%). Table 7.13 shows the comparison results of respondents’ distributions between 
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public and private patients. There was a significant association found between better 
environment and patients’ choice χ² (4) = 104.35; p < 0.001. Pearson correlations of 0.474 
indicated a strong relationship between these two variables. The proportions of private 
patients to strongly agree (26.40%) and agree (41.40%) with the statement were significantly 
higher than their public counterparts of 4.30% and 5.00% respectively; whereas the 
proportion of public patients to disagree with the statement (22.10%) was significantly higher 
thanamongprivate patients (5.00%). 
Accessibility to specialists 
Patients were asked to indicate if the accessibility of specialists was better in the hospital ED 
they attended than in the opposite one. Patients who agreed with the statement presented the 
highest percentage (43.9%). Table 7.13 demonstrates the results of respondents’ distributions, 
comparing public patients with private. A significant association was found between 
accessibility of specialists and patients’ choice χ² (4) = 14.54; p = 0.006. Pearson correlations 
of 0.176 indicated a weak relationship between these two variables. The proportions ofprivate 
patients to strongly agree (18.60%) and agree (36.40%) with the statement were significantly 
higher than their public counterparts’ proportions of 12.10% and 20.70% respectively; 
whereas the proportion of public patients to disagree with the statement (20.00%) was 
significantly higher than private patients (12.10%). 
Doctor-patient ratio 
Patients were asked to specify if the doctor-patient ratio was better in the hospital ED they 
attended than in the opposite hospital ED. The number of patients who agreed with the 
statement was higher than those who disagreed, with percentages of 34.6 and 19.7 
respectively. Table 7.13 presents comparison results of respondents’ distributions between 
public and private patients. There was a significant association found between doctor-patient 
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ratio and patients’ choice χ² (Fisher’s exact test) = 65.54; p < 0.001. A Pearson correlation of 
0.396 indicated a strong relationship between these two variables. The proportions of private 
patients to strongly agree (13.60%) and agree (42.10%) with the statement were significantly 
higher than those of their public counterparts of 6.40% and 7.10% respectively; whereas the 
proportion of public patients to disagree with the statement (26.40%) was significantly higher 
thanthe proportion of private patients (7.10%). 
Attentiveness 
Participants were asked to indicate if the service in the hospital ED they chose was more 
attentive than the opposite one. There were more respondents (35.00%) who agreed with the 
statement over those who disagreed. Table 7.13 shows the comparison results of patients’ 
distributions between public and private. A significant association was found between 
attentiveness and patients’ choice χ² (Fisher’s exact test) = 52.33; p < 0.001. A Pearson 
correlations of 0.284 indicated a moderate relationship between these two variables. The 
proportion of private patients to agree with the statement (54.30%) was significantly higher 
than public patients (15.70%); whereas the proportion of public patients to disagree with the 
statement (27.80%) was significantly higher than their private counterparts (17.20%). 
Better facilities 
Patients were asked to state if the facilities in the hospital ED they attended were better than 
the opposite one. 32.20% of respondents agreed with the statement.  Table 7.13 demonstrates 
respondents’ distributions, comparing public patients with private. There was a significant 
association found between better facilities and patients’ choice χ² (Fisher’s exact test) = 11.88; 
p = 0.017. Pearson correlations of 0.053 indicated a very weak relationship between these 
two variables. The proportion of private patients to agree with the statement (29.30%) was 
significantly higher than their public counterparts (14.30%). 
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Easy to access 
Patients were asked to indicate if it was easier to access the hospital ED they had chosen than 
the opposite one. The respondents were overwhelmingly in favour of the statement.  Table 
7.13 shows the results of patients’ distributions between public and private. There was not an 
association found between easy to access and patients’ choice p = 0.219.  
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Table 7.13 Comparison of the Frequency Distributions BetweenPublic and Private ED Patients by Patients’ Attitudes Toward ED 
Services 
 
Variables 
Public patients Private patients P 
value Strongly 
Disagree 
Disagree Neutral Agree Strongl
y Agree 
Strongly 
Disagree 
Disagree Neutral Agree Strongl
y Agree 
N % N % N % N % N % N % N % N % N % N % 
Thorough investigation 7       5.0 24      
17.1     
67   
47.9 
29   
20.7 
13   9.3 8      5.7 23   16.4 44   
31.4 
54   
38.6 
11  7.9 0.014 
Better environment 9       6.4 31      
22.1 
87   
62.1 
7      5.0 6     4.3 7      5.0 7      5.0 31   
22.1 
58   
41.4 
37  
26.4 
0.001 
Accessibility to specialists 5       3.6 28      
20.0 
61   
43.6 
29   
20.7 
17   
12.1 
5      3.6 17    12.1 41   
29.3 
51   
36.4 
26  
18.6 
0.006 
Doctor-patient ratio 6       4.3 37      
26.4 
78   
55.7 
10   7.1 9      6.4 2      1.4 10    7.1 50   
35.7 
59   
42.1 
19  
13.6 
0.001 
Attentiveness 3       2.1 36      
25.7 
79   
56.4 
12   8.6 10   7.1 5      3.6 19    13.6 40   
28.6 
56   
40.0 
20  
14.3 
0.001 
Better facilities 3       2.1 25      
17.9 
77   
55.0 
20   
14.3 
15   
10.7 
5      3.6 26    18.6 54   
38.6 
41   
29.3 
14  
10.0 
0.017 
Easy to access 2       1.4 23      
16.4 
48   
34.3 
46   
32.9 
21   
15.0 
2      1.4 19    13.6 36   
25.7 
65   
46.4 
18  
12.9 
0.219 
ED efficiency 4       2.9 29      
20.7 
76   
54.3 
21   
15.0 
10   7.1 4      2.9 19    13.6 60   
42.9 
43   
30.7 
14  
10.0 
0.014 
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Dealing with life-threatening illness 11     7.9 20      
14.3 
20   
14.3 
57   
40.7 
32   
22.9 
10    7.1 46    32.9 44   
31.4 
27   
19.3 
13  9.3 0.001 
Ability of dealing with life-threatening 
illness 
31     
22.1 
41      
29.3 
46   
32.9 
15   
10.7 
7      5.0 73    52.1 43    30.7 17   
12.1 
3      2.1 4    2.9 0.001 
Financial burden 3       2.1 7        5.0 40   
28.6 
55   
39.3 
35   
25.0 
6      4.3 16    11.4 46   
32.9 
55   
39.3 
17  
12.1 
0.024 
Barrier of out-of-pocket payments 4       2.9 13      9.3 24   
17.1 
65   
46.4 
34   
24.3 
7      5.0 18    12.9 36   
25.7 
65   
46.4 
14  
10.0 
0.015 
Long waiting times in private ED 12     8.6 47     
33.6 
66   
47.1 
8      5.7 7     5.0 38    27.1 73    52.1 19   
13.6 
9      6.4 1     0.7 0.001 
Long waiting times in public ED 3       2.1 23     
16.4 
42   
30.0 
65   
46.4 
7     5.0 1      0.7 8      5.7 6      4.3 77   
55.0 
48   
34.3 
0.001 
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ED efficiency 
Patients were asked to specify if the hospital ED they chose was more efficient than the 
opposite one. 31.40% of respondents agreed with the statement. Table 7.13 presents the 
comparison results of patients’ distributions between public and private. A significant 
association was found between ED efficiency and patients’ choice χ² (Fisher’s exact test) = 
12.27; p = 0.014. Pearson correlations of 0.157 indicated a weak relationship between these 
two variables. The proportion of private patients to agree with the statement (30.70%) was 
significantly higher than public patients (15.00%); whereas the proportion of public patients 
to disagree with the statement (20.70%) was significantly higher than their private 
counterparts (13.60%). 
Dealing with life-threatening illness 
Participants were asked to indicate if the primary responsibility of the hospital ED they chose 
was to deal with life-threatening issues. 46.10% of respondents were in favour of the 
statement. Table 7.13 presents the comparison results of sample distributions between public 
and private patients. A significant association was found between this variable and patients’ 
choice χ² (4) = 38.03; p < 0.001. Pearson correlations of 0.275 indicated a moderate 
relationship between these two variables. The proportions of public patients to strongly agree 
(22.90%) and agree (40.70%) with the statement were significantly higher than private 
patients’ proportions of 9.30% and 19.30% respectively; whereas the proportion of private 
patients to disagree with the statement (32.90%) was significantly higher than public 
counterparts (14.30%). 
134 
 
Ability to deal with life-threatening illness 
Patients were asked to state if the opposite ED was not equipped for life-threatening illness. 
There was an overwhelming disagreement with the statement. A significant association was 
found between this variable and patients’ choice χ² (4) = 39.18; p < 0.001. Pearson 
correlations of 0.339 indicated a moderately strong relationship between these two variables. 
The proportion of private patients to strongly disagree with the statement (52.10%) was 
significantly higher than the proportion of their public counterparts (22.10%). 
Financial burden 
Patients were asked to indicate if it was expensive to access the private hospital ED. The 
majority (57.9%) of respondents were in favour of the statement. Table 7.13 shows the results 
of respondents’ distributions, comparing public patients with private. There was a statistically 
significant association found between financial burden and patients’ choice χ² (Fisher’s exact 
test) = 11.11; p = 0.024. Pearson correlations of − 0.185 indicated a weak relationship 
between these two variables. The proportion of public patients to strongly agree with the 
statement (25.00%) was significantly higher than private patients (12.10%). 
Barrier of out-of-pocket payment 
Participants were asked to state if out-of-pocket payment stopped patients from accessing 
private hospital EDs. The majority (63.6%) of respondents agreed with the statement. Table 
7.13 presents respondents’ distributions, comparing public patients with private. A significant 
association was found between this variable and patients’ choice χ² (4) = 12.36; p = 0.015. 
Pearson correlations of −0.179 indicated a weak relationship between these two variables. 
The proportion of public patients to strongly agree with the statement (24.30%) was 
significantly higher than private patients (10.00%). 
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Barrier of long waiting times in private and public hospital ED 
Participants were asked to indicate if long waiting times were a barrier to accessing private 
hospital EDs. The majority (60.8%) of respondents disagreed with the statement. Table 7.13 
demonstrates the comparison of respondents’ distributions between public and private 
patients. A significant association was found between this variable and patients’ choice χ² 
(Fisher’s exact test) = 51.18; p < 0.001. Pearson correlations of 0.340 indicated a moderately 
strong relationship between these two variables. The proportions of private patients to 
disagree (52.10%) and strongly disagree (27.10%) with the statement were significantly 
higher than public patients’ proportions of 33.60% and 8.60% respectively. 
Patients were asked to specify if long waiting times were a barrier to accessing public 
hospital EDs. There was an overwhelming result in favour of the statement.  Table 7.13 
presents the comparison results of respondents’ distributions between public and private 
patients. There were a significant association found between this variable and patients’ choice 
χ² (Fisher’s exact test) = 72.38; p < 0.001. Pearson correlations of 0.430 indicated a strong 
relationship between these two variables. The proportion of private patients to agree with the 
statement (89.30%) was significantly higher thanthe proportion of their public counterparts 
(51.40%). 
New computed variables 
Three new variables were computed as the results of factor analysis (reference 8.2.1). The 
first variable, quality of service, was computed from seven variables (thorough investigation, 
better environment, accessibility to specialist, doctor-patient ratio, attentiveness, facilities, 
and ED efficiency) loaded strongly on the first factor (the variable ‘easy to access’ was 
excluded as it had no association with patients’ choice) by summing up their assigned values. 
In the same way, the second variable, quality of clinical care, was computed from four 
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variables (dealing with life-threatening illness, ability to deal with life-threatening illness, 
barrier of long waiting times in private, and barrier of long waiting times in public) loaded 
strongly on the second factor, and the third variable, financial, was computed from two 
variables (barrier of out-of-pocket payment and financial burden) loaded strongly on the third 
factor. 
Table 7.14 Average scores of quality of the service, quality of the clinical care, and 
financial burden comparing public ED patients with private 
Variable Public patients Private patients T-test 
(278) 
P value 
N Mean SD N Mean SD 
Quality of the service 140 21.03 4.477 140 24.22 5.209 − 5.500 0.001 
Quality of the clinical 
care 
140 12.67 2.151 140 15.51 1.998 − 11.458 0.001 
Financial burden 140 7.60 1.674 140 6.87 1.679    3.636 0.001 
 
Relationship between new computed variables and patients’ choice 
Quality of service is a new computed variable as described above. As the responses ranged 
from the lowest assigned value of 1 (strongly disagree) to the greatest value of 5 (strongly 
agree), the greater the average scores means the more likely the respondents were to agree 
with the statements. Table 7.14 presents the results of average scores of quality of service 
comparing public patients with private. The average scores of quality of service for private 
ED patients (Mean= 24.22, SD= 5.209) were significantly higher than their public 
counterparts (Mean= 21.03, SD= 4.477); t (278) = − 5.500, p<0.001. Thus, private hospital 
ED patients tend to give higher value for quality of service than their public counterparts. 
Quality of clinical care reflects factor 2, and was computed from four items as described 
above. Because respondents’ assigned value for three items (except the barrier of long 
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waiting times in public) were re-coded into a different direction.  The greater the average 
score, themore likely the respondents were to agree with the statement that long waiting times 
are a barrier to accessingpublic EDs, but disagree with the other three statements. Table 7.14 
demonstrates the average scores of quality of clinical care comparing public patients with 
private. The average scores of quality of clinical care for private ED patients (Mean= 15.51, 
SD= 1.998) were significantly higher than their public counterparts (Mean= 12.67, SD= 
2.151); t (278) = − 11.458, p<0.001. This indicated that private ED patients were more likely 
than their public counterparts to agree with the statement that ‘long waiting times are a 
barrier to accessing public hospital emergency departments,’but to disagree with the 
statement ‘the primary responsibility of a private hospital emergency department is to deal 
with life-threatening issues,’andthata‘public hospital emergency department is not equipped 
for the life-threatening illness,’ and that ‘long waiting timesare a barrier to accessing private 
hospital emergency departments.’ 
Financial burden is a new computed variable that reflects factor 3 as described above. Table 
7.14 shows comparison results of average scores of financial between public patients and 
private. It seems that the average scores of financial for public hospital ED patients (Mean = 
7.60, SD = 1.674) were significantly higher than for private patients (Mean = 6.87, SD = 
1.679); t (278) = 3.636, p<0.001. Thus, public hospital ED patients were more likely to agree 
with the statements of ‘it is expensive to access private hospital emergency department,’ and 
‘out-of-pocket payment is a barrier to accessing private hospital emergency department’ than 
their private counterparts. 
Summaries of findings for variables related to patients’ attitudes toward ED service 
The findings from binary analysis for variables related to patients’ attitudes toward 
EDserviceare summarised in table 7.15. 
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Table 7.15 Summaries of findings for variables related to patients’ attitudes toward ED 
service 
Public ED patients were more likely Private ED patients were more likely 
to believe the ED department they had 
chosen was better in dealing with life-
threatening illness 
to believe the ED department they had 
chosen was better in quality of service 
to agree with the statement that out-of-
pocket payment is a barrier to accessing 
private hospital emergency departments 
to agree with the statement that long waiting 
timesare a barrier to accessing public hospital 
emergency departments 
 
7.5Variables Related to Reasons BehindPatients’ Choice 
In a decision-making process, it is the actual reasons that lead to a decision in choice between 
public and private EDs.These reasons were generated from the qualitative study; the reasons 
include waiting time issues, out-of-pocket payment, connection with the hospital, and 
convenience in accessing the service. Patients were required to indicate the extent to which 
they considered or did not consider the issue. All of these variables were used as categorical 
variables for further analysis.   
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Table 7.16 Comparison of the frequency distributions between public and private ED 
patients by the reasons that influence patients’ choice 
Variable Public patients Private patients P 
value 
Number Percentage Number Percentage 
Long waiting times in private 
Considered it to a great extent 
      Considered it to some extent 
      Did not consider it 
Long waiting times in public 
Considered it to a great extent 
      Considered it to some extent 
      Did not consider it 
Out-of-pocket payment 
Considered it to a great extent 
      Considered it to some extent 
      Did not consider it 
Medical record held 
Considered it to a great extent 
      Considered it to some extent 
      Did not consider it 
Convenient 
Considered it to a great extent 
      Considered it to some extent 
      Did not consider it 
Better specialised 
Considered it to a great extent 
      Considered it to some extent 
      Did not consider it 
 
5                   3.60% 
6                   4.30% 
129              92.10% 
 
18                12.90% 
33                23.60% 
89                63.60% 
 
50                35.70% 
17                12.10% 
73                52.10% 
 
37                26.40% 
14                10.00% 
89                63.60% 
 
65                46.40% 
37                26.40% 
38                27.10% 
 
19                13.70% 
31                22.30% 
89                64.00% 
 
3                   2.20% 
5                   3.60% 
130              94.20% 
 
80                57.10% 
21                15.00% 
39                27.90% 
 
10                7.10% 
29                20.70% 
101              72.10% 
 
39                27.90% 
29                20.70% 
72                51.40% 
 
81                58.30% 
28                20.10% 
30                21.60% 
 
29                20.70% 
39                27.90% 
72                51.40% 
0.873 
 
 
 
0.001 
 
 
 
0.001 
 
 
 
0.029 
 
 
 
0.140 
 
 
 
0.091 
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Long waiting times in private and public hospital EDs 
Patients were asked to state if they considered or did not consider that there were long 
waiting times in private hospital EDs when making their decision. The majority (93.2%) of 
respondents did not consider the issue, indicating the homogeneity towards this issue among 
the study population. Table 7.16 demonstrates the comparison of respondents’ distributions 
between public and private patients and shows that there was not a significant association 
found between this variable and patients’ choice (p = 0.873). 
Patients were asked to state if they considered or did not consider that there were long 
waiting times in public hospital EDs before choosing an ED. The majority (54.3%) of 
respondents considered this issue to some extent. Table 7.16 presents the results of 
respondents’ distributions comparing public patients with private. A significant association 
was found between this variable and patients’ choice χ² (2) = 61.42; p < 0.001. Pearson 
correlations of 0.448 indicated a strong relationship between these two variables. The 
proportion of private patients to consider this an issue to a great extent (57.10%) was 
significantly higher than among their public counterparts (12.90%); whereas the majority of 
public patients (63.60%) did not consider this an issue, compared with a percentage among 
private patients of 27.90%. 
This variable was collapsed into a dichotomous variable for further analysis, with: ‘Did 
consider it’ including categories of considered it to a great extent and considered it to some 
extent, and ‘did not consider it.’ 
Out-of-pocket payment 
Patients were asked to indicate if they considered or did not consider that there were out-of-
pocket payments required for accessing private hospital EDs. The majority (62.1%) of 
respondents did not consider this issue. However, there were a significant number of 
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respondents (21.4%) who considered this issue to a great extent. Table 7.16 shows 
respondents’ distributions comparing public patients with private. A statistically significant 
association was found between considerations of out-of-pocket payment and patients’ choice 
χ² (2) = 34.3; p < 0.001. Pearson correlations of 0.297 indicated a moderately strong 
relationship between these two variables. The proportion of private patients who did not 
consider this issue (72.10%) was significantly higher than public counterparts (52.10%), 
whereas more public patients (35.70%) considered this issue to a great extent than private 
patients(7.10%). 
In the same way, this variable was also transformed into a dichotomous variable with 
categories of ‘did consider it’ and ‘did not consider it.’ 
Medical records held 
Participants were asked to indicate if they considered or did not consider that their medical 
history records were held by this hospital. A significant number of respondents (27.1%) 
considered this issue to a great extent.  There was a significant association between the 
consideration of medical records held and patients’ choice   χ² (2) = 7.08; p = 0.029 (see 
Table 7.16). Pearson correlations of − 0.078 indicated a very weak relationship between these 
two variables. The proportion of private patients to consider this issue to some extent 
(48.60%) was significantly higher thantheirpublic counterparts (36.40%). 
Similar to the above variable, this variable was reclassified into a dichotomous variablefor 
further analysis with the same categories as the variable of ‘out-of-pocket payment’ has. 
Convenience of the hospital 
Patients were asked to specify if they considered or did not consider that it was convenient to 
attend this hospital ED. The majority (75.6%) of respondents considered this issue at least to 
some extent.  Table 7.16 presents the results of respondents’ distributions comparing public 
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patients with private and there was not a significant association found between convenience 
ofthe hospital and patients’ choice p = 0.140.  
Better specialised 
Participants were asked to indicate if they considered or did not consider that private hospital 
doctors and nurses were better specialised. There was a significant number of respondents 
(42.3%) who at least considered this issue to some extent. Table 7.16 demonstrates the 
comparison respondents’ distributions between public and private patients. There was not a 
significant association found between this variable and patients’ choice p = 0.091.    
Access to and consideration of opposite ED 
Two questions were designed to examine patients’ access to and consideration of opposite 
EDs. First, patients were asked if an opposite hospital ED were accessible to them. Second, 
patients were asked if they would consider attending an opposite hospital ED. Figure 7.1 
presents the comparison results between public and private patients for two questions. A 
significant association was found between opposite ED accessibility and patients’ choice χ² 
(1) = 7.86; p = 0.005. The proportion of private patients who indicated that the opposite ED 
was accessible to them (93.50%) was significantly higher than their public counterparts 
(82.40%). However, there was not a significant difference between public and private 
patients in consideration of opposite EDs. 
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Figure 7.1 Comparison of the frequency distributions between public and private ED patients by opposite 
ED accessibility and consideration of opposite ED 
 
Most frequent reasons for not choosing opposite hospital ED 
Patients were asked to provide an explanation for not choosing the opposite hospital ED. 
Table 7.20 presents the top five reasons, comparing private patients with public counterparts. 
It seems that private patients tend to emphasise waiting times, quality of care, and private 
hospital cover; while public patients tend to consider out-of-pocket payments, previous 
connection, and ambulance decision.  
Table 7.17 Most Frequent Reasons for not Choosing Opposite Hospital ED 
 Public patients Number of 
references 
private patients’ Number of 
references 
1 Out-of-pocket 
payments 
28 Quick service 50 
2 Previous connection  22 Quality of care 27 
3 Ambulance decision 21 Private hospital cover 24 
4 Geographic location 18 Previous connection 16 
103 
82.4 
130 
93.5 
32 
23.4 24 17.5 
0
20
40
60
80
100
120
140
Number Percentage Number Percentage
Public ED patients Public ED patients Private ED patients Private ED patients
Opposite ED accessibility Consideration of opposite ED
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5 Quality of care 9 Previous good experience 9 
Summaries of findings for variables related to patients’ choice 
The findings from binary and descriptive analysis for variables related to patients’ choice 
were summarised in table 7.18.  
Table 7.18The findings from binary and descriptive analysis for variables related to 
patients’ choice 
Public ED patients Private ED patients 
were more likely to consider out-of-pocket 
payment required for accessing private 
hospital ED. 
were more likely to consider long waiting 
times in accessing public hospital ED. 
were less likely to state opposite EDs were 
accessible to them. 
were more likely to state that opposite EDs 
were accessible to them. 
stated the reasons of not choosing opposite 
EDs as out-of pocket payment required for 
accessing private, previous connection 
with public, and ambulance decision. 
stated the reasons for not choosing opposite 
EDs as long waiting times in accessing 
public EDs, quality of care provided by 
private, and having private hospital cover. 
 
7.6 Social Support 
It has been well documented that social support influences individual health behaviour. Eight 
statements were derived fromanexisting survey to measure social support. Table 7.19 shows 
the results of respondents’ distributions comparing public patients with private across all 
categories. Only two out of eight statements were found to have significant associations with 
patients’ choice: ‘I get chances to talk to someone I trust about my personal or family 
problems’and‘I get chances to talk about money matters’ χ² (Fisher’s Exact Test) = 10.756, p 
= 0.023; χ² (Fisher’s Exact Test) = 12.124, p = 0.013 respectively. It seems that private 
patients were more likely to get better social support over these two statements. 
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The Social Support Index was calculated by adding up the scores of all social support 
variables. The scores ranged between a minimumof8 and a maximumof40, and the lower the 
score, the better the social support. Table 7.19 shows the results of mean scores comparing 
public patients with private. It seems that private patients were more likely to get better social 
support than their public counterparts, with means of 10.67 and 12.04 respectively, T- test 
(278) = 2.097, p = 0.037. This variable was used as a continuous variable for multivariate 
analysis.  
7.7 Self Efficacy 
Self efficacy, an important concept from the HBM, is used to describe one’s ability to fulfil a 
particular behaviour. Seven statements were derived from an existing survey to measure self 
efficacy. Table 7.20 demonstrates comparison results of respondents’ distributions between 
public and private ED patients across all categories. It seems that both private and public 
patients shared high scores in self efficacy and there were no significant associations found 
between these statements and patients’ choice.  
7.8 Summary of the Results 
In summary, this chapter applied descriptive and bivariate analysis to examine the 
relationship between independent and outcome variables. The examination covered all 
variables included in the survey and wasdiscussed by each individual section, including: 
demographic, illnesses that led to ED, issues related to decision making, patients’ attitudes 
toward ED service, choice between public and private ED, social support, and self efficacy. 
A number of important findings were established by the analysis. Firstly, there were more 
patients among private ED patients to have an opposite ED experience for the issues related 
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to decision making. However, they tended to state that the service had been of lower quality 
in their previous opposite ED experience and higher quality for their previous private ED 
experience. Public ED patients tended to predict greater amounts for the private ED out-of-
pocket payment. Private ED patients tended to contact their GP and decisions were suggested 
by their GP, in comparison with their public counterparts, who took suggestions from 
ambulance staff.  
Secondly, regarding patients’ attitudes toward ED service, private ED patients tended to give 
higher value to quality of service, while public ED patients tended to be confident with public 
EDs in dealing with life-threatening issues. Private patients were more likely to agree that 
‘long waiting timesare a barrier to accessingpublic hospital emergency departments’ while 
public patients tended to agree that ‘out-of-pocket payment is a barrier to accessing private 
hospital emergency departments.’ 
Thirdly, in terms of patients’ actual reasons that led to the decision making, long waiting 
times in public EDs and out-of-pocket payments in private EDs were confirmed to be the 
important reasons considered by patients and had strong associations with patients’ choice. 
In addition, private ED patients tended to have slightly stronger social support than their 
public counterparts, particularly for the personal issues such as family problems and financial 
matters. Private patients were about ten years older than their public counterparts among the 
research sample. Therefore, age is an important factor and should be taken into account for 
further analysis. 
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Table 7.19 Comparison of the Frequency Distributions BetweenPublic and Private ED Patients by Social Support Variables 
Variables Public ED patients Private ED patients χ² 
P value 
 
As much 
as I would 
like 
Almost as 
much as I 
would 
like 
Some, but 
would 
like more 
Less 
than I 
would 
like 
Much less 
than I 
would 
like 
As much 
as I would 
like 
Almost as 
much as I 
would 
like 
Some, but 
would 
like more 
Less 
than I 
would 
like 
Much less 
than I 
would 
like 
N % N % N % N % N % N % N % N % N % N % 
Care for me 121     
86.4 
10       7.1 6          4.3 2         
1.4 
1          0.7 117     
83.6 
16        
11.4 
4           
2.9 
2         
1.4 
1          0.7 0.764 
Love and affection 106     
76.3 
21       
15.1 
6          4.3 3         
2.2 
3          2.2 111     
79.3 
23        
16.4 
5           
3.6 
1         
0.7 
0          0.0 0.443 
Problems at work 96       
68.6 
26       
18.6 
8          5.7 6         
4.3 
4          2.9 101     
72.7 
29        
20.9 
6           
4.3 
2         
1.4 
1          0.7 0.381 
Personal problems 100     
71.4 
20       
14.3 
9          6.4 7         
5.0 
4          2.9 104     
74.8 
30        
21.6 
2           
1.4 
2         
1.4 
1          0.7 0.023 
Money matters 93       
66.9 
21       
15.1 
10        7.2 5         
3.6 
10        7.2 103     
73.6 
28        
20.0 
7           
5.0 
1         
0.7 
1          0.7 0.013 
Invitations from 
other 
88       
63.3 
25       
18.0 
10        7.2 11       
7.9 
5          3.6 95       
68.8 
32        
23.2 
4           
2.9 
6         
4.3 
1          0.7 0.106 
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Useful advice 102     
72.9 
19       
13.6 
10        7.1 6         
4.3 
3          2.1 100     
71.9 
26        
18.7 
8           
5.8 
3         
2.2 
2          1.4 0.657 
Help when I am 
sick 
103     
74.1 
18       
12.9 
9          6.5 3         
2.2 
6          4.3 108     
77.1 
22        
15.7 
9           
6.4 
0         
0.0 
1          0.7 0.142 
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Table 7.20 Comparison of the Frequency Distributions BetweenPublic and Private ED Patients by Self Efficacy Variables 
 
Variables Public ED patients Private ED patients χ² 
P value 
 
Not true at 
all 
Hardly 
true 
Moderately 
true 
Exactly 
true 
Not true at 
all 
Hardly 
true 
Moderately 
true 
Exactly 
true 
N % N % N % N % N % N % N % N % 
Difficult problems 2           1.4 6            4.3 53          37.9 79         56.4 3           2.2 5            3.6 55        39.6 76         54.7 0.943 
To get what I want 6           4.3 32         23.2 78          56.5 22         15.9 13         9.4 32         23.2 75        54.3 18         13.0 0.386 
To stick to my aims 3           2.1 17         12.1 76          54.3 44         31.4 4           2.9 16         11.5 71        51.1 48         34.5 0.906 
Unexpected events 2           1.4 11         7.9 61          43.6 66         47.1 2           1.4 7           5.0 72        51.8 58         41.7 0.479 
Ability to solve the 
problems 
1           0.7 5           3.6 56          40.0 78         55.7 3           2.2 4           2.9 62        44.6 70         50.4 0.633 
Ability to get a solution 1           0.7 5           3.6 67          47.9 67         47.9 1           0.7 4           2.9 69        49.6 65         46.8 0.964 
Ability to handle things 3           2.1 6           4.3 60          42.9 71         50.7 1           0.7 7           5.0 67        48.2 64         46.0 0.631 
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Chapter 8: Results of Multivariate Analysis 
Arange of variables were found to have associations with patients’ choice between public and 
private hospital EDs.The objective of this chapter is to determine what factors actually 
contributed tothe patients’ choice. The analysis was divided into two steps: firstly, factor 
analysis was adopted for a factor solution for the 14 variables regarding patients’ attitudes 
toward the services provided by both public and private hospital EDs; secondly, those 
independent variables that had associations with patients’ choices were entered into binary 
logistic regression models to determine their contributions in influencing patients’ choices. 
8.1 Factor Analysis 
Fourteen statements were designed to test patients’ attitudes toward ED service and patients 
were asked the extent to which they agreed or disagreed with the statements. Thirteen items 
were found to have significant associations with patients’ choice in bivariate analysis and 
required further multivariate analysis. As these items are likely to be correlated with each 
other, it is beneficial to perform a factor analysis to achieve variables reduction.  
Fourteen statements were measured using 5-point Likert scales, ranging from 1 to 5 and 
including responses such as ‘1strongly disagree, 2 disagree, 3 neutral, 4 agree, and 5 strongly 
agree.’ Four variables (dealing with life-threatening illness, ability of dealing with life-
threatening illness, the barrier of long waiting times in private EDs, and the barrier of long 
waiting times in public EDs) were strongly loaded on factor 2. However, the assigned values 
for these four items were in different directions. For example, private patients tend to agree 
with the statement thatlong waiting times are a barrier to the access of public EDs, but 
disagree with the other threestatements. In order to combine these four items into an abstract 
theme, the responses to three items (dealing with life-threatening illness, ability to deal with 
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life-threatening illness, and the barrier of long waiting times in private EDs) were re-coded 
with the assigned values of other way around comparing with the assigned values of 
‘1strongly disagree, 2 disagree, 3 neutral, 4 agree, and 5 strongly agree.’ 
Inspection 
The Kaiser-Meyer-Olkinmeasure of sampling adequacy (KMO) is a test to evaluate whether 
the variables included were suitable for factor analysis. The value of KMO 0.5 or above 
indicates suitability for performing a factor analysis. The value of KMO for the current 
analysis was 0.836, which was well above the threshold.    
Anti-image Correlation is a measurement to evaluate the adequacy of individual variables 
included in factor analysis and the threshold is 0.5. The lowest score of Anti-image 
Correlation was 0.584 for the item (barrier of out-of-pocket payment) in the current analysis, 
which provided further evidence to support a factor analysis. 
Table 8.1 presents the results of communalities for each variable included in the analysis. The 
value of communality indicates how much variance explained by each item was shared with 
other variables. A value of 0.20 and above indicates the variable should be included in 
analysis. Only one variable (dealing with life-threatening illness) was lower than the 
threshold in this analysis.  
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Table 8.1 Scores of Communalities for the Variables Included for Factor Analysis 
Variables Initial Extraction 
Financial burden 0.280 0.364 
Dealing with life-threatening illness 0.092 0.075 
Ability to deal with life-threatening 
illness 
0.309 0.539 
Thorough investigation 0.511 0.551 
Better environment 0.476 0.554 
Accessibility of specialist 0.384 0.385 
Doctor-patient ratio 0.402 0.447 
Barrier of out-of-pocket payment 0.285 0.621 
Attentiveness 0.594 0.673 
Facilities 0.489 0.539 
Easy to access 0.240 0.226 
ED efficiency 0.572 0.580 
Barrier of long waiting times in private 0.249 0.254 
Barrier of long waiting times in public 0.206 0.216 
 
Extraction of Factors 
The number of factors used for factor solution was determined by the eigenvalues greater 
than 1, as well as by the conceptual understanding of the issues. Firstly, using the Gold 
standard of eigenvalues greater than 1, it leads to a four-factor solution.  
Table 8.2 presents the results of four-factor solution. It is clear that factor 1 was a big factor, 
with 8 items strongly loading on it. Factor 2 and factor 3 also deserve to be factors in the 
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solution as there were a number of items loading strongly on them. It is problematic to 
include factor 4 for the factor solution as only one variable (barrier of long waiting times in 
private EDs) loads strongly on it (−0.408) and this variable also loads quite strong on factor 2 
(0.370).  
Table 8.2 Rotated Factor Matrix Four-Factor Solution 
Variables Factor 
1 2 3 4 
Attentiveness 0.803 0.065 −0.031 0.060 
ED efficiency 0.751 −0.018 −0.023 0.394 
Thorough investigation 0.716 −0.304 0.073 −0.127 
Better environment 0.690 0.287 −0.099 −0.156 
Facilities 0.680 −0.189 0.058 0.229 
Doctor-patient ratio 0.647 0.150 −0.081 0.026 
Accessibility of specialist 0.622 −0.197 0.058 −0.171 
Easy to access 0.427 0.056 0.110 0.280 
Ability to deal with life-threatening illness −0.190 0.696 −0.001 −0.053 
Barrier of long waiting times in public EDs 0.294 0.377 0.060 0.014 
Dealing with life-threatening illness  0.001 0.244 −0.140 −0.020 
Financial burden 0.121 −0.083 0.744 −0.029 
Barrier of out-of-pocket payment −0.110 −0.059 0.642 0.149 
Barrier of long waiting times in private EDs −0.003 0.370 −0.230 −0.408 
 
In comparison with the four-factor solution, table 8.3 presents the results of the three-factor 
solution and it is clear that all three factors had a number of items strongly loading on them. 
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Factor 1 includes 8 items in measuring the quality of the service provided by hospital EDs. 
Factor 2 consists of 4 items in measuring the quality of clinical care provided by hospital EDs. 
Factor 3 is a small factor that contains 2 items in measuring financial burden. 
Table 8.3 Rotated Factor Matrix Three-Factor Solution 
Variables Factor 
1 2 3 
Attentiveness 0.816 0.087 −0.009 
ED efficiency 0.759 −0.055 0.042 
Facilities 0.701 −0.200 0.089 
Thorough investigation 0.698 −0.251 0.017 
Better environment 0.664 0.313 −0.120 
Doctor-patient ratio 0.643 0.163 −0.081 
Accessibility of specialist 0.601 −0.156 0.002 
Easy to access 0.450 0.023 0.151 
Ability of dealing with life-threatening illness −0.202 0.706 0.011 
Barrier of long waiting times in private EDs −0.048 0.397 −0.306 
Barrier of long waiting times in public EDs 0.284 0.363 0.062 
Dealing with life-threatening illness −0.001 0.257 −0.095 
Barrier of out-of-pocket payment −0.099 −0.070 0.779 
Financial burden 0.111 −0.101 0.585 
 
Residuals between observed and reproduced correlations were computed for the three-factor 
solution. There were only 18 (19%) nonredundant residuals with absolute values greater than 
0.05. This is an acceptable level for nonredundant residuals, and indicates that the three-
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factor solution did a reasonably good job in explaining the variance shared by the variables 
included for factor analysis.  
Table 8.4 Total Variance Explained by the Three-Factor Solution 
Factor Eigenvalues Extraction Sums of Squared Loading  Rotation Sums of Squared Loading 
Total % of 
Variance 
Cumulative % Total % of 
Variance 
Cumulative % 
1 4.271 3.790 27.073 27.073 3.785 27.036 27.036 
2 1.987 1.407 10.052 37.125 1.132 8.084 35.120 
3 1.355 0.828 5.918 43.043 1.109 7.922 43.043 
 
Table 8.4 presents the results of total variance explained by the three-factor solution and 
shows that about 43% of total variance was explained by this solution.  
Three-factor solutions were also compared with two-factor solutions. It seems that a two-
factor solution were a simple solution with number of variables strongly loading on both 
factors. However, a two-factor solution leads to a large amount of nonredundant residuals; in 
particular, there were 0.357 residuals measured for the variable (barrier of out-of-pocket 
payment), indicating a three-factor solutions were appropriate solution. 
8.2 Binary Logistic Regression 
In order to assess whether the potential factors accurately predict patients’ choice between 
public and private hospital EDs, a binary logistic regression analysis was conducted. All 18 
independent variables that had significant association with patients’ choice were forced into 
the model. The variable with the highest significant value was discarded from the model one 
by one to reach the final model to predict the likelihood of patients to attend private hospital 
EDs. In the final model, 12 independent variables were included in the equation. These 
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variables are: three variables explaining patients’ attitudes toward ED service (quality of 
service, quality of clinical care, and financial), two variables representing the actual reasons 
patients considered while making their choice between public and private EDs (long waiting 
times in public hospital EDs and out-of-pocket payments required for accessing private 
hospital EDs), four variables related to the issues that may influence patients’ decision-
making processes (expected ED payments, ED presentations were suggested by ambulance 
staff, ED presentations were suggested by GP, and patients contacted GP before coming to 
the hospital), and three demographic-controlled variables (age, marital status, and 
employment status).  The pseudo statistics indicated that the model as a whole explained 72% 
(Nagelkerke R Square = .720) of the variance in predicting patients to attend private hospital 
EDs. There were five predicting variables (quality of clinical care, quality of service, long 
waiting times in public hospital EDs, ED presentations suggested by ambulance staff, and age) 
out of the total twelve variables in the equation that made statistically significant 
contributions to the model, as shown in table 8.6. 
Quality of clinical care was a significant predictor of patients’ choice (OR 2.172, p < 0.001). 
With other variables remaining constant in the equation, every unit increase in the value of 
quality of clinical care resulted in 2.17 times greater odds that patients would choose private 
hospital EDs.  This indicates that patientsaremore likely to access private hospital EDs if they 
agree with the statement that ‘long waiting timesare a barrier to accessing public hospital 
emergency department’ and disagree with the statements that ‘long waitingstimesare a barrier 
to accessing private hospital emergency departments’, ‘the primary responsibility of private 
hospital emergency departments is to deal with life-threatening issues’, and the ‘public 
hospital emergency department is not equipped for the life-threatening illness.’ 
Quality of service was also a significant predictor of patients’ choice (OR 1.26, p < 0.001). 
With other variables remaining constant in the equation, every additional point increase in the 
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value of quality of service resulted in 1.26 times greater odds that patients would choose 
private hospital EDs.This indicates that patients who agree with statements describing the 
quality of service in hospital emergency departments are more likely to access private 
hospital EDs. 
The odds ratios were inversely associated with long waiting times in public EDs (OR 0.200, p 
= 0.003). This indicates that patients who did not consider ‘there were long waiting times in 
public hospital emergency department’ as an issue were 0.2 times less likely to access private 
hospital EDs. 
ED presentations that were suggested by ambulance staff also contributed to predicting 
patients’ choice between public and private EDs (OR 4.643, p = 0.017). Patients’ ED 
presentations that were not suggested by ambulance staff were 4.6 times greater odds to 
access private hospital EDs. 
Age was also an important predictor (OR 1.053, p < 0.001). With other variables remaining 
constant in the equation, each additional year of the patient’s age resulted in 1.053 times 
greater odds that patients would choose a private hospital ED. 
Patients who did not consider out-of-pocket payment were more than three times more likely 
to choose private hospital EDs. However, this finding was not statistically significant (OR 
3.049, p = 0.058).  
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Table 8.6 Logistic regression predicting the likelihood of patients to attend private 
hospital emergency departments 
Predictors B S.E. OR 95% CI for OR df Sig 
Lower Upper 
Long waiting times in public EDs 
      Did not consider 
      Did consider (R) 
 
− 1.607 
 
 
.549 
 
.200 
1.00 
 
.068               .588 
 
1 
 
0.003 
Quality of clinical care  .775 .125 2.172 1.699             2.776 1 0.001 
Quality of service .231 .049 1.260 1.144             1.387 1 0.001 
Age .051 .014 1.053 1.024             1.083 1 0.001 
Suggested by ambulance staff  
      No 
      Yes (R) 
 
1.535 
 
.642 
 
4.643 
1.00 
 
1.319             16.341 
 
1 
 
0.017 
Out-of-pocket payment 
      Did not consider 
      Did consider (R)  
 
1.115 
 
.589 
 
3.049 
1.00 
 
.961               9.670 
 
1 
 
0.058 
Expected ED payment 
≤ $200 
= $201-300 
> $300 (R) 
 
.934 
1.005 
 
.517 
.573 
 
2.544 
2.731 
1.00 
 
.925              7.002 
.888              8.400 
2  
0.071 
0.080 
Employment status  
      Unemployed 
      Employed (R) 
 
−.851 
 
.522 
 
.427 
1.00 
 
.154               1.187 
 
1 
 
0.103 
Financial −.251 .157 .778 .573              1.058 1 0.109 
Suggested by GP 
      No 
      Yes (R) 
 
−.891 
 
.821 
 
.410 
1.00 
 
.082               2.050 
 
1 
 
0.278 
Contact with GP 
      No 
      Yes (R) 
 
.601 
 
.791 
 
1.824 
1.00 
 
.387               8.595 
 
1 
 
0.447 
Marital status       
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      Without partner 
      With partner 
−.031 .475 .970 
1.00 
.382              2.462 1 0.949 
8.3 Summary of the Results 
In summary, this chapter described how multivariate analysis was used to determine what 
factors influence patients’ choice between public and private hospital EDs. Firstly, a three-
factor solution was determined by factor analysis for 14 variables related to patients’ attitudes 
toward ED service. Three new variables were computed based on the result of the three-
factor solution. These new variables together with other variables that had statistically 
significant associations with patients’ choice were forced into alogistic regression to 
determine the predictors of patients’ choice. 
A number of critical findings were established by multivariate analysis. Firstly, patients’ 
beliefs and attitudes influence their choice between public and private EDs.Patients who 
believe private hospital EDs provide better quality of service would choose private EDs for 
emergency care. Their beliefs include: 
• Private hospital EDs allow more time for thorough investigation; 
• Private hospital EDs have better environments; 
• Private hospital EDs provide better access to specialist service; 
• The doctor-patient ratio is better in private hospital EDs; 
• The service in private hospital EDs is more attentive; 
• Private hospital EDs have better facilities; 
• Private hospital EDs are more efficient. 
Patients who believe there are long waiting times in public hospital EDs would choose 
private EDs for emergency care. In contrast, patients who believe public hospital EDs are 
good in dealing with life-threatening illness would choose public for emergency care. 
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Secondly, the only reason considered by patientswhich significantly predictstheir choice 
between public and private EDs is that there are long waiting times in public EDs. Those 
patients who take into consideration long waiting times in public EDs would choose private 
EDs for emergency care. 
Thirdly, patients’ choices between public and private hospital EDs are influenced by 
paramedic personnel. Patients whose ED presentations were suggested by ambulance staff 
were more likely to access public EDs. 
Fourthly, older patients with PHI are more likely to choose private hospital EDs for 
emergency care. 
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Chapter 9: Discussion 
The study aimed to understand what factors influence patients’ choice between public and 
private hospital EDs among adult patients with PHI in Australia. Due to limited information 
regarding patients’ perceptions behind their choice, a two-stage, exploratory, mixed-method 
design – which consists of a qualitative approach, followed by a quantitative study –was 
employed to gain a better understanding of these issues.   
9.1Findings of this Study 
The research identified a range of factors that patients take into consideration when deciding 
to seek professional care in a health emergency and the relative impact of those factors.  
Firstly, patients do consider the perceptions of quality of care while choosing between 
public and private hospital EDs. This is evident in the qualitative study, as 24 interviewed 
patients believed the ED they chose provided higher quality of care. In the quantitative study, 
private hospital ED patients gave higher scores to the perceived quality of care and they were 
more likely to believe the ED they had chosen was better in providing quality of service.  
Secondly perceived long waiting times in publichospital EDs werea significant reason 
considered by ED patients, particularly private patients, in influencing patients’ choices in 
favour of accessing private hospital EDs.The perception that there are long waiting times in 
public hospital EDs is a main recurrent theme generated by the qualitative study andwas 
confirmed as a significant determinant by the quantitative study, with supporting evidence as 
follows: 
• Private hospital ED patients were more likely to agree with the statement that long 
waiting timesare a barrier to accessing public hospital EDs; 
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• Private hospital ED patients were more likely to consider long waiting times in 
accessing public hospital EDs when making their choice; 
• Long waiting times in accessing public hospital EDs were the top reason given by 
private hospital ED patients for not choosing the opposite EDs; 
• Consideration of long waiting times in public hospital EDs was a critical predictor of 
ED patients’ choice between public and private hospital EDs. 
The perceived out-of-pocket payments required for accessing private hospital EDs were the 
critical reason considered by ED patients, particularly public patients, in influencing their 
choice in favourof accessing public hospital EDs.This appeared to relate not only to up-front 
ED payments, but also to the unpredictable out-of-pocket costs associated with possible 
hospitalisation. The perceived out-of-pocket payments were an important recurrent theme 
generated by the qualitative study and confirmed by quantitative study with supporting 
evidence as follows: 
• Public hospital ED patients were more likely to agree with the statement that out-of-
pocket payment is a barrier to accessing private hospital EDs; 
• Public hospital ED patients were more likely to consider the out-of-pocket payment 
required for accessing private hospital EDs when making their choice; 
• The out-of-pocket payment required for accessing private hospital EDs was the top 
reason given by public hospital ED patients for not choosing opposite EDs. 
Notably, the qualitative research indicated that patients’ expected out-of-pocket payment for 
accessing private hospital EDs varied considerably from reality. This was confirmed by the 
quantitative study,as public hospital ED patients tended to predict a higher amount of out-of-
pocket cost required for accessing private hospital EDs. 
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The research also indicated that patients’ choice between public and private hospital EDs was 
influenced by their prior experience; patients would choose the EDs where they had had 
previous positive experiencesand the opposite EDs if they had had previous negative 
experiences. This was confirmed by the quantitative study, as private hospital ED patients 
were more likely to report their previous ED experience as excellent and state their opposite 
ED experience as fair/poor. 
Finally this research demonstrated that the circumstances around the choices made also 
influenced the choices made. This research was conducted in an environment where patients 
had the choices immediately accessible to them. Obviously patients cannot exercise the 
choice between public and private hospital EDs where no private hospital ED exists. 
However, this research demonstrated that the choices were often not made solely by the 
patient but influenced significantly by the circumstances and those around them. In particular, 
a quarter of public EDs presentations were suggested by ambulance paramedics, and 
suggestions by ambulance paramedics were a significant predictor of ED patients’ choice.  
Thus, three principal factors (quality of care, long waiting times in public hospital EDs, and 
out-of-pocket payments required for accessing private hospital EDs) that influenced ED 
patients’ choice between public and private hospital EDs were determined by collecting data 
from multiple sources (qualitative interview, survey, and open-ended questions in the survey). 
The findings from different sources support each other. The triangulation approach improves 
the credibility of these study findings.  
Thus, this research has identified that the choices made by patients between public and 
private hospital EDs were determined principally by a small range of factors and that patients 
made a deliberate choice based on their prior experience, but also influenced by perceptions 
of waiting time and financial impact, and by the advice of those around the patient, including 
their immediate medical attendants. Put simply, patients (and their advisors) who chose 
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public hospital EDs weighed up the relative impact of financial concern over longer waiting 
times. Those who chose private hospital EDs appeared to more heavily value waiting times 
over higher cost. The findings of this study present common characteristics of the study 
population regarding their choice between public and private hospital EDs. However, some 
patients possibly chose to attend public EDs because they could not afford to attend private 
EDs. 
9.2 Choice BetweenPublic and Private Hospital EDs 
This research extends the understanding of the decision-making processes exercised by 
patients during acute medical crises by exploring the impact of those factors on the choices 
exercised in the particular context of choosing between public and private hospital EDs. The 
context is important as encouraging more patients with private insurance to attend private 
hospital EDs may be a relative solution to public ED congestion. 
The decision-making process is not straightforward, but the evidence confirms that the 
choices made are made rationally after weighing up choices, and therefore the research 
exposes opportunities to influence ED use through public policy. 
As described previously, the factors that influencethechoice to attend an ED and the choice 
then between public and private EDs is a complex one influenced by a range of socio-
demographic and environmental factors.  
Socio-demographic factors 
It has been well documented that socio-demographic factors influence patients’ demand for 
emergency care. Previous literature indicates that the ED utilisation pattern varies by age 
groups, in which older people used EDs more frequently and for urgent illness (Baker, D. W. 
et al., 1996), while younger people used EDs for non-urgent conditions (Bianco, Pileggi, & 
Angelillo, 2003; Kushel et al., 2002; Rajpar, Smith, & Cooke, 2000a) and used it as a usual 
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source of care(Lang et al., 1997; Walls et al., 2002). There was limited information regarding 
whether age influenced patients’ choice between public and private EDs. However, the 
current study suggestedthat older people were more likely to access private hospital EDs. The 
potential explanations of this are, firstly, some private hospital ED patients had a Gold Card 
from the Department of Veterans Affairs and tended to be older. Secondly, accessing private 
EDs is more affordable for older people than for younger people. Although incomes were 
comparable between public and private ED patients in the study population, younger patients 
may have other priorities in their budget compared with retired older patients. Thirdly, older 
patients may have better coverage of private health insurance than younger patients, as better 
health insurance coverage would encourage patients to consider private hospital ED service.  
ED demand is also influenced by other socio-demographic factors such as gender (Butler, 
1998; McCusker et al., 1997; Milbrett & Halm, 2009; Selasawati et al., 2007; Walls et al., 
2002), education status (Fan et al., 2011), employment status (Rajpar et al., 2000a), and 
income status (Benjamin et al., 2003; Cunningham, Peter J. et al., 1995; Gifford et al., 2000; 
Hunt et al., 2006; O'Brien et al., 1997; Shah, S. M. & Cook, 2008; Zuckerman & Shen, 2004).  
In the current study, a range of demographic information was collected to examine 
associations between these variables and patients’ choices: age, gender, ethnicity, marital 
status, living arrangements, education status, employment status and income status.  
Variables that had significant association with patients’ choices were forced into the logistic 
regression model to control the potential variation explained by demographic variables. Age, 
marital status and employment status were found to have an association with patients’ 
choices as patients attending private EDs tended to be older, married,retired, and on pensions. 
However there were no significant associations found between the rest of variables and 
patients’ choices. Thus there appear to be no significant differences between those with PHI 
who chose to attend public and those who chose private hospitals.  
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Health needs factors 
Previous literature indicated that health needs factors such as morbidity and injury were 
primary predictors for emergency care (Bazargan et al., 1998; Cherpitel, 1999; Cowie, Cowie, 
Underwood, Revitt, & Field, 2001; Fan et al., 2011; Guilbert et al., 2011; McCusker et al., 
2003; Merrick et al., 2011; Neighbors, Zywiak, Stout, & Hoffmann, 2005; Shah, Manish N., 
Rathouz, & Chin, 2001; Shah, S. M. & Cook, 2008; Siegal, Falck, Jichuan, Carlson, & 
Massimino, 2006; Simmons et al., 2008; Weber, Showstack, Hunt, Colby, & Callaham, 2005; 
Wolinsky et al., 2008). Other health needs factors such as patients’ perceived severity of 
illness and patients’ health status were also associated with demand for emergency care 
(Baker, D. W. et al., 1995; Bazargan et al., 1998; Bianco et al., 2003; Callen et al., 2008; Lee 
et al., 2000; Olsson & Hansagi, 2001; Selasawati et al., 2007).  
Our previous research(He, 2012)comparing ED patients’ profiles between state-wide public 
hospital EDs and four private hospital EDs suggested that higher acuity patients were more 
likely to attend public hospital EDs. 
This study collected information regarding patients’ perceived severity, urgency and pain of 
illness, overall health status, and patients’ perceived priority before treatment to examine 
associations between these factors and patients’ choice.No significant associations were 
found, suggesting that clinical factors did not appear to influence decision making in this 
particular element of the decision-making pathway. Patients demonstrated perceptions of 
equal capability and quality between the choices and therefore there is no evidence that acuity 
of illness influences patients’ choice between public and private EDs. However it must be 
recognised that the recruitment strategy limited this study to those clinically able to respond 
and so did not focus on critically ill patients. 
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Factors related to decision making 
Previous literature indicated that ED demand was influenced by patients’ perceived quality of 
care provided by EDs(Lee et al., 2000; Ragin et al., 2005; Sempere-Selva, Peiró, Sendra-Pina, 
Martínez-Espín, & López-Aguilera, 2001) and the cost required for accessing the service 
(O'Brien et al., 1997).  
Patients’ perceptions of the quality of care and subsequent cost are two important issues for 
this research. The qualitative study suggested that both private and public patients 
emphasised that quality of care was an important factor that they considered. However, 
public patients considered cost more than private patients did and their anticipated cost for 
accessing private EDs tended to be much higher than reality. 
Do patients’ perceptions of quality of care differ between public and private hospital ED 
patients? Does the expected payment required for accessing private EDs differ between 
public and private patients? Thecurrent study indicated that patients’ perceived quality of care 
was higher in private hospital EDs than in public EDs and public ED patients tended to 
anticipate a higher cost than private ED patients did. However, these two variables were not 
significant in the final logistic regression model.  
Patients would choose the emergency department with which they had had a previouspositive 
experience and the opposite ED if they had had a negative experience.Thus, patients chose to 
attend private EDs if they had positive previous experience with them, or if they had had poor 
experiences with public EDs. 
Previous literature indicated that patients’ health-seeking behaviour was influenced by other 
people (G. FitzGerald et al., 2015; Marcus & Forsyth, 2009). This was confirmed by 
thecurrent study, in which private ED patients were more likely to contact their GP and 
follow their suggestion, whereas public ED patients were more likely to contact ambulance 
168 
 
paramedics and follow their suggestion.It is worthnoting that the ‘suggested by ambulance 
staff’ variable remains statistically significant in the final logistic regression model in 
predicting patients’ choice between public and private hospital EDs. This suggested that 
ambulance staff contributed topatients’ demand for public hospital ED service.  
Patients’ attitudes toward ED service 
Perceived benefits versus costs and barriers are the principal themes in the health behaviour 
model to explain how peopleselect a specific health action (Toloo et al., 2013). The patients’ 
perceived benefits and subsequent costs or barriers are defined by their beliefs and 
knowledge towards the specific health action they choose. Therefore, studying patients’ 
beliefs and knowledge about emergency care is the key to understanding patients’ choice 
between public and private hospital EDs. 
Fourteen statements were developed to explore patients’ beliefs in covering the concepts of 
quality of service, long waiting times in emergency departments, and subsequent costs based 
on the qualitative study and literature reviews.This research suggested that private hospital 
ED patients had stronger belief in the quality of service (7 out of 8 items) provided by private 
hospital EDs than their public counterparts(see section 7.1.4). Private hospital ED patients 
also believe that there are longer waiting times in public hospital EDs. In other words, the 
benefits of accessing private hospital EDs are to get a better quality of service and to avoid 
longer waiting times in public hospital EDs. 
In contrast, public hospital ED patients had stronger belief in the barrier of out-of-pocket 
payment for accessing private hospital EDs. In other words, the benefit of accessing public 
hospital EDs is to get free emergency care.   
The findings of the quantitative study are complemented by the findings of the qualitative 
study thatquality of care is the crucial factor considered by patients in making a 
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choice.Longer waiting times in public hospital EDs were the main reason considered by ED 
patients, particularly private patients, in influencing patients’ choice in favour of accessing 
private hospital EDs.The perceived out-of-pocket payments required for accessing private 
hospital EDs were the critical reason considered by ED patients, particularly public patients, 
in influencing patients’ choice in favour of accessing public hospital EDs. 
The ability of emergency departments to deal with life-threatening illness is not perceived as 
an important factor in influencing patients’ choice between public and private EDs. This is 
evident as private hospital ED patients agree with their public counterparts that public 
hospital EDs are better in dealing with life-threatening illness.  
In the final logistics regression model, patients’ beliefs about the out-of-pocket payment 
required for accessing private hospital EDs were not statistically significant in predicting 
patients’ choice. 
Reasons considered by ED patients 
There is limited literature related to patients’ choice between public and private hospital EDs. 
A prior qualitative Perth study(Shearer et al., 2014), which investigated patients’ reasons to 
attend a private hospital ED, indicated that prior experience of the hospital, geographical 
location of the hospital, perceived quality of care and waiting times were four themes 
thatinfluencedpatients’ decisions. The current study not only supports these findings, but also 
provides greater insight, through both qualitative and quantitative evidence, by comparing 
patients’ perspectives on public and private hospital ED services.  
In the section that examined the reasons considered by ED patients, the research focuses on 
determining the actual reasons patients considered while making their choice. Six statements 
were developed for the purpose of this researchand based on the qualitative study’s findings.    
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In the binary analysis, three out of six variables (long waiting times in public hospital EDs, 
out-of-pocket payments required for accessing private hospital EDs and medical records held) 
were found to have statistical significance associated with patients’ choices. Private patients 
chose to access private hospital EDs because of long waiting times in public hospital EDs and 
because of the medical records held by the hospital. Public patients chose to access public 
hospital EDs because of the out-of-pocket payments required for accessing private hospital 
EDs. These findings are consistent with the top three reasonsfor not accessing the opposite 
EDs given by patients when they answered the open-ended question 21, in which the top 
three reasons given by private patients were the long waiting times in public hospital EDs, the 
quality of care provided by private hospital EDs and having PHI. The top three reasons given 
by public patients were the out-of-pocket payment required for accessing private hospital 
EDs, a previous connection with hospital EDs, and the ambulance paramedics’ decision. 
These findings provide further evidence to support the view that patients’ choice between 
public and private hospital EDs occurs as a function of rational decision-making, based on 
how much patients value longer waiting times in public EDs or cost for privateEDs. Private 
ED patients access private EDs to get immediate attention while they require acute care. 
Quality of care is an important issue considered by private ED patients and PHI is essential 
while they are making their decisions.  Public ED patients have stronger financial concerns 
than private ED patients, andthey therefore access public EDs for free service. Their 
decisions may be related to a previous connection with the hospital, and may often be 
influenced by ambulance paramedics. 
In the final logisticregression model, only the reason of long waiting times in public hospital 
EDs remained statistically significant. In other words, long waiting times in public hospital 
EDs are the only reason considered by ED patients in predicting patients’ choice.  The out-of-
pocket payment required for accessing private hospital EDs was not statistically significant in 
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the final logistic regression model. However, the P-value for this variable was 0.058, and thus 
marginally missed out in the final model in contributing to patients’ choice. This is due to the 
fact that the sample size for this research is relatively small.  
As the OR for this variable was 3.049 (95% CI: 0.961-9.670), ED patientswho did not 
consider the out-of-pocket payment required for accessing private hospital EDs would have 
three times greater odds of choosing private hospital EDs than those patients who did 
consider it. This means that out-of-pocket payments required for accessing private hospital 
EDs stop ED patients from accessing private hospital EDs. 
A similar question was asked in the patients’ attitudes section (question 29 h), in which 
patients were asked whether they agree or disagree with the statement ‘out-of-pocket 
payment is a barrier to accessing private hospital emergency departments.’ This variable was 
definitely not statistically significant in the final logistic regression model. This discrepancy 
indicates that people’s attitudes may determine their behavioural intention; however, it may 
not necessarily determine their final decision. 
Social support 
Previous literature suggested that social support plays a role in influencing demand for 
emergency care (Byrne et al., 2003; Lang et al., 1997; McCusker et al., 1997). In thiscurrent 
research, eight items were adopted from an existing questionnaire to examine whether the 
level of social support also influenced patients’ choice between public and private hospital 
EDs.Two out of eight items (‘I get chances to talk to someone I trust about my personal or 
family problems’ and ‘I get chances to talk about money matters’) were found to 
besignificantly associated with patients’ choices. However, the combinedsocial supportscale 
did not appear to contribute to predicting patients’ choice between public and private hospital 
EDsin the multivariate model. 
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Self efficacy 
Self efficacy is a key concept ofSocial Cognitive Theory in explaining individual health 
behaviour (see section 4.6). Previous research, which aimed to examine the factors 
influencing growing demand for emergency care in Queensland, Australia (Rego, 2015), 
found that self efficacy was a critical factor in explaining patients’ avoidance of presentations 
in emergency departments. However, the findings of the current study suggested that self 
efficacy did not contribute to predicting patients’ choice between public and private hospital 
EDs.Self efficacy explains how well a person controls his/her behaviour when encountering 
unexpected and stressful circumstances. This variable may also be associated with socio-
economic status. As this study only includes ED patients who hold PHI, the socio-economic 
status between public and private hospital ED patients is similar, and therefore self 
efficacywas not found to be a statistically significant predictor of ED patients’ choice. 
The usefulness of theoretical models 
Patients’ choice between public and private hospital EDs can be deemed as a kind of health 
behaviour. Therefore, a number of health behaviour models were reviewed in order to 
establish the theoretical understandings of this study. Based on the findings of this 
study,patients’ choices were influenced by three main factors: perceived quality of care, 
perceived longer waiting times in public EDs, and perceived out-of-pocket payments required 
for accessing private hospital EDs.Patients’ decisions were made by weighing the balance 
among benefits, barriers, and cost, which links closely to the framework of HBM in 
explaining health behaviour. Although other health behaviour models discussed may have 
some relations in explaining the theoretical framework for this study, they are not as good a 
fit as HBM in explaining patients’ choice. For example, in the theory of planned behaviour, 
the health behaviour is influenced by patients’ beliefs and knowledge, which is not the best 
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explanation for this study.HBM should be recommended as the theoretical framework for 
future research regarding patients’ choice between public and private hospital EDs. 
9.3 Implication for policy and practice 
Based on the above discussion, patients’ choice between public and private hospital EDs are 
mainly influenced by three factors (perceived quality of care provided by the patients’ chosen 
hospital EDs, perceived cost required for accessing private hospital EDs, and perceived 
longer waiting times in public hospital EDs); although the choice is also influenced by the 
environment in which the health emergency occurs and those who may contribute to the 
decision-making process. The choice is made depending on how much weight patients give to 
each factor and the results of comparing factors. 
These findings are important and may influence future public policy-making for emergency 
care planning. In Australia, health care is provided by both public and private sectors. 
However, public sectors have dominated in providing health care. Whilst 80% of the 
population held PHI prior to the introduction of Medicare, this proportion subsequently fell to 
50% in 1984, and eventually to 30% in 1997(AIHW, 1998; PHIAC, 1998). The decline of the 
population holding PHI may have influenced the utility of private hospitals, which concerned 
the newly elected Howard Government in 1997. Aiming at increasing PHI coverage to 
alleviate the burden on public hospitals, a number of policies were introduced between 1997 
and 2000(Hall, De Abrew Lourenco, & Viney, 1999). These policies included: a 1% 
Medicare surcharge applying to high-income earners without PHI; a 30% rebate for PHI 
premiums; and lifetime health cover. These policies led to the proportion of the population 
holding PHI to increase to about 45%. However, the effect of alleviating the burden on public 
hospitals was limited(Dawkins, Webster, Hopkins, & Yong, 2004). There are two compelling 
reasons for increasing the utility of private hospital EDs. First, more patients with PHI 
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choosing to access private hospital EDs can alleviate the burden on public hospital EDs and 
cut thegovernment’s expenses on public hospital ED service. Second, accessing private EDs 
is a natural way for patients to access the services of private hospitals, as a proportion of ED 
patients could be admitted to in-patient wards.    
In a systematic approach for health care provision based on the current health care system in 
Australia, the following points should be taken into consideration for future policy making. 
First, the public sector has been the backbone of health care in Australia and this will 
continue in the future. Second, hospitals in the private sector provide a similar service to 
public hospitals, and have the ability to alleviate the burden on the public system. However, 
private hospitals do not make money in providing ED service unless patients are admitted to 
in-patient wards. Third, the current system does not encourage patients to choose the private 
sector, as all permanent residents have the right to access public sectorservice for free, and 
health insurance companies prefer patients to choose the public sector rather than private. 
Fourth, private hospital EDs has also experienced congestion, but not as seriously as in public 
hospitals. Fifth, health care is provided in co-operation between the federal and state 
governments. 
It may be efficient for ED services to be provided solely by public hospitals. However, this 
approach suggests bigger public hospital EDs, which also means bigger public hospitals. This 
approach can be difficult, since providing funding to fulfil this approach would require 
serious negotiations between federal and stategovernments. 
Alternatively, this issue can be solved by encouraging patients with PHI to access private 
hospital EDs. As more patients with PHI choose to access private hospital EDs, they will 
provide financial mechanisms for more private hospitals to provide ED service and to build 
bigger in-patient wards to accommodate the increasing demand. 
175 
 
As the majority of public ED patients who had private ED experiences had very good 
experiences in private EDs, the distinct factor that stops public ED patients choosing private 
hospital EDs is the out-of-pocket payment required for accessing private hospital EDs. The 
issue of out-of-pocket payment has to be addressed if the aim of public health policy is to 
attract more patients with PHI to access private hospital EDs.Currently, PHI does not provide 
funding for private hospital ED service unless it is apart of hospital admission.  The 
consideration of PHI to introduce a new extras cover that covers private hospital ED service 
is a potential way to address this issue.  A feasible way of alleviating the financial burden for 
people who choose to purchase the new extras cover for private ED service for their PHI 
would be that the federal government could subsidise part of the premium cost for purchasing 
the new extras cover. Alternatively, this issue could be addressed by increasing the Medicare 
rebate to cut down the cost required for accessing private hospital EDs. Both ways involve 
funding from the federal government. The method and amount of funding could be subject to 
economic research to evaluate the cost effectiveness of the funding. 
The introduction of this new extras cover for private ED service would have a few 
advantages. Firstly, it would make it affordable for those people who have PHI with extras 
cover to access private hospital EDs and thus, increase the utility of private hospital EDs. 
Secondly, the information regarding private hospital ED services will be provided by 
insurance companies. Thus, it will increase the awareness of existing private hospital ED 
services and thus their financial viability. It may also provide accurate information regarding 
the out-of-pocket payment required for accessing private hospital EDs to those patients who 
do not purchase the new extras cover for private hospital ED service.Thirdly, if more patients 
with PHI choose ED services provided by private hospital EDs, then this increased use may 
attract more private hospitals to provide emergency services.  
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To address the issue of patients’ public hospital ED attendance as the result of ambulance 
paramedics’ suggestions, a proposed strategy could include ambulance paramedic education. 
Such education would focus on addressing two issues. Firstly, it would provide accurate 
information to ambulance paramedics regarding the cost required for accessing private 
hospital EDs. Secondly, it would emphasise the role of ambulance paramedics in providing 
accurate information to ED patients, and in allowing patients to have their own choice. 
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Chapter 10: Conclusions 
10.1 Conclusion 
In summary, this study has adapted a mix-method approach to investigate patients’ 
perspectives regarding their decision-making process. The study provides valuable 
information regarding patients’ choice between public and private hospital EDs among 
patients with PHI. The study also provides evidence for financial modelling and policy 
evaluation. Thus the findings of the study suggest an alternative approach in dealing with the 
situation of ED overcrowding within the Australian Emergency Care System. The following 
conclusion is based on a consideration of perspectives provided by both a qualitative and 
quantitative approach. 
Firstly, three themes (patients’ perceived quality of care, perceived longer waiting times in 
public EDs, and perceived out-of-pocket payments required for accessing private hospital 
EDs) were identified and confirmed to be the major factors that influenced ED patients’ 
choice between public and private hospital EDs.Quality of care is acommon issue considered 
by both private and public hospital ED patients. In fact, this study suggests that both private 
and public hospitals provide high quality of care to ED patients. However, private patients 
choose private hospital EDs because they believe private hospitals provide higher quality of 
acute care than public hospitals. Longer waiting times in public hospital EDs are the distinct 
issue considered by ED patients, particularly private ED patients, in favour of choosing 
private hospital EDs. The required out-of-pocket payment for accessing private hospital EDs 
is the critical issue considered by ED patients, particularly public ED patients,that stops them 
from accessing private hospital EDs. 
Secondly, patients adapt a rational decision making process, based on the result of weighing 
up the above three factors, when choosing between public and private hospital 
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EDs.Publichospital ED patients appear to weigh financial concern over longer waiting times, 
whereas private hospital ED patients appear to value shorter waiting times ahead of financial 
concerns. 
Thirdly, patients are influenced by their prior ED experience when choosing between public 
and private hospital EDs;they tend to choose the same type of ED again if they had a positive 
experience previously with the ED, and an opposite ED if they had a negative experience. In 
our survey population,62 public ED patientshad opposite ED experience. Among them, more 
than 88% had excellent, very good, or good experience with private hospital EDs. They are 
the patients who may consider accessing private hospital EDs.The main factor stopping them 
from accessing private hospital EDs is out-of-pocket payments. This issue needs to be 
addressed if the aim of public health policy is to attract more patients with PHI to access 
private hospital EDs. 
Fourthly, this study provides further evidence in supporting the view that private hospital 
EDs provide a high quality of acute care to patients, equivalent to public hospital EDs, and 
hence that private hospital EDs have the ability to alleviate pressure in public hospital EDs. 
Fifthly, ED patients’ choices between public and private hospital ED are sometimes 
influenced by ambulance paramedics in favour of accessing public hospital EDs — a quarter 
of public ED presentations were suggested by ambulance paramedics. In order to change this 
situation, a tailored education program is required for ambulance paramedics.    
Moreover, older people are more likely to access private hospital EDs. The potential 
explanation of this is that older peoplemay be more able to afford private hospital ED service, 
as some of them may hold aGold Card from the Department of Veterans Affairsor they may 
be free from other financial priorities.  
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Furthermore, ED patients are not influenced by clinical issues such as severity and urgency of 
the illness whenchoosing between public and private hospital EDs. 
Similar research is needed in other jurisdictions in Australia to further investigate patients’ 
perspectives regarding their choice between public and private hospital EDs. Such research 
would be used to see whether the above findings can be confirmed in a much wider setting in 
Australia. This will, in turn, contribute to providing valuable insights for future planning for 
emergency care, and hence providing better emergency care to accommodate ED patients’ 
needs. 
10.2Limitations and Strengths 
A number of limitations and strengths are acknowledged for this study as follows. 
The survey population is not representative of the study population. In this study, data were 
collected only within the time frame of 8am to 6pm, Monday to Sunday. In addition, only 
stable and loweracuity patients were approached as a result of recruitment criteria. However, 
the focus of this study was to achieve the data that were collected the same way in both 
public and private hospital EDs; therefore, the collected data is comparable. This is evident in 
that the distributions of questionnaires were comparable between public and private hospital 
EDs in relation to the day of the week that data were collected(see section 5.5). 
Small numbers of participating hospitals limit the generalisability of the study findings to 
much broader settings. The number and type of hospital EDs participating in this research 
were restricted by the availability of resources, the PhD program time frame, and proximity 
of the hospital EDs.The study findings are not generalisable to all Australian hospital EDs as 
only two private and two public hospital EDs were involved in the study. However, the study 
findings may be generalisable to hospital EDs in similar situations in major capitals in 
Australia.  
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Multivariate analysis may lead to an inflated type 1 error rate. Therefore, the statistical 
significant level of 0.05 used for Logistic Regression may not be appropriate. To avoid 
spurious positives, a much lower P-value is needed to be considered as statistically significant. 
Bonferroni correction is a conservative approach to address this issue (Ranstam, 2016), which 
sets the new conservative P-value equal to α/n for multivariate analysis (n refers to the 
number of independent variables used in the model). In our case, the P-value should be lower 
than 0.05/12 = 0.0042 to be considered as statistically significant. In terms of the P-value, 
four out of five positive findings of multivariate analysis in this study were lower than 0.0042 
(only the P-value of 0.017 suggested by ambulance staff was higher than 0.0042, which is 
questionable), the interpretation of the study findings would not be much different even when 
taking this issue into account. 
The conscientious mixed-method design provided an opportunity to collect data from various 
sources. The main research questions were answered by different sources of data and the 
answers were consistent with each other. This strengthens the internal validity of the study 
findings.In addition, this is the first study of this kind in Australia to determine the factors 
that influenced ED patients’ choice between public and private hospital EDs.The findings of 
this study provide valuable knowledge for an alternative approach to address the current 
situation of ED overcrowding in Australia. 
The collected data may not represent the multi-cultural backgrounds of Brisbane’s population 
as language barriers made itdifficult to involve enough patients with different cultural 
backgrounds. However, the method of data collection is comparable in both public and 
private hospital EDs, so the chance of selection bias is low. 
Furthermore, the two participating private hospital EDs provide paediatric emergency care, 
whereas the two participating public hospital EDs do not provide such care. As the factors 
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that influence demand for paediatric emergency care can be different from the factors that 
influence demand for adult emergency care, children were excluded from this study. 
Finally, the cross-sectional natures of the study limit its power to define causal relationships 
between independent and dependent variables. 
10.3Further Research 
The current research sought to understand the factors which influenced patients’ choice 
between public and private hospital EDs for those patients with PHI. This research addresses 
the reasons motivating patients in choosing ED service in private hospitals and provides the 
perspectives of patients, which are valuable for future ED service planning. Large-scale 
research is needed in other jurisdictions in Australia to further examine the reasons behind 
patients’ choice between public and private hospital EDs. 
As the factors influencing growing ED demand in Australiaare multiple and complex, future 
research should adopt a comprehensive approach to address the complexity of the issue.  This 
approach should include the following: 
Firstly, it is necessary to develop consolidated national datasets for private hospital EDs to 
enable the comparison of national ED profiles between public and private hospitals. These 
national datasets will also help in evaluating the trend of ED utilisations between public and 
private hospitals. Secondly, research is required to investigate the safety and quality of ED 
serviceby carrying out detailed longitudinal studies in both public and private hospital EDs; 
such research would follow up a sample of patients to identify the process and outcome of 
care and enable the comparison of the findings between public and private hospital EDs. 
Thirdly, research is required to examine the impact of private EDs in alleviating the pressure 
on public hospital EDs by comparing the utilisation rate of public EDs between urban and 
rural areas. These will provide multifaceted and rich information to demonstrate the ED 
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utilisation trends at both public and private hospital EDs, the quality and safety of ED service 
provided by both public and private hospital EDs, and the ability of private hospital EDs to 
alleviate the pressure in public hospital EDs.Finally, detailed economic and political analysis 
of policy initiatives would need to be undertaken to inform the identical value of the 
variousalternatives.All of this information would be critical in allowing the source of 
emergency care to be better managed and better used to accommodate ED patients’ needs in 
Australia. 
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Appendix 7: QUT Research Committee ethics approval for qualitative study 
Research Ethics <ethicscontact@qut.edu.au> 
Fri 13/06/2014 9:13 AM 
To: 
Prof Gerard FitzGerald <gj.fitzgerald@qut.edu.au>;  
A/Prof Xiang-Yu Hou<x.hou@qut.edu.au>;  
Dr Sam Toloo<sam.toloo@qut.edu.au>;  
Jun He;  
Cc: 
Ms Janette Lamb <jd.lamb@qut.edu.au>;  
Action Items 
Dear Prof Gerard FitzGerald and Mr Jun He 
 
Project Title:  The factors that influence Private Health Insurance (PHI) 
holders' choice between public and private Emergency Department (ED) at the 
time of emergency 
 
Ethics category:                  Human - Administrative Review  
QUT approval number:     1400000380 (As per Royal Brisbane & Women's 
Hospital HREC; The St. Andrew's Medical Institute Research Committee., 
Approval number: HREC/13/QRBW/355) 
QUT clearance until:         5/05/2017 
 
We are pleased to advise that your application has been reviewed and 
administratively approved by the Chair, University Human Research Ethics 
Committee (UHREC) based on the approval gained from the responsible HREC. 
We note this HREC has awarded the project ethical clearance until 5/05/2017. 
 
CONDITIONS OF APPROVAL 
Please ensure you and all other team members read through and understand 
all UHREC conditions of approval prior to commencing any data collection:  
   - Standard: Please see attached or 
www.research.qut.edu.au/ethics/humans/stdconditions.jsp 
   - Specific:   None apply  
 
Projects approved through an external organisation may be subject to that 
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organisation's review arrangements. Researchers must immediately notify the 
QUT Research Ethics Unit if their project is selected for investigation / 
review by an external organisation. 
 
VARIATIONS 
All variations must first be approved by the responsible HREC before 
submission to QUT for ratification.  Once approval has been obtained please 
submit this to QUT using our online variation form:  
  www.research.qut.edu.au/ethics/humans/var/ 
 
MONITORING 
Please ensure you also provide QUT with a copy of each adverse event report 
and progress report submitted to the responsible HREC. 
 
Administrative review decisions are subject to ratification at the next 
available UHREC meeting. You will only be contacted again in relation to 
this matter if UHREC raises additional questions or concerns. 
 
Please don't hesitate to contact us if you have any queries. 
 
We wish you all the best with your research. 
 
Kind regards 
 
Janette Lamb on behalf of the Chair UHREC 
Research Ethics Unit  |  Office of Research  |  Level 4 88 Musk Avenue 
Kelvin Grove  | Queensland University of Technology 
p: +61 7 3138 5123  |  e: ethicscontact@qut.edu.au  |  w: 
www.research.qut.edu.au/ethics/ 
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Appendix 8: QUT Research Committee ethics approval for quantitative study 
Research Ethics <ethicscontact@qut.edu.au> 
Wed 12/11/2014 5:20 PM 
To: 
Gerard Fitzgerald;  
Xiang-Yu Hou;  
Sam Toloo;  
Andrew He;  
Cc: 
Janette Lamb;  
Action Items 
Dear Prof Gerard FitzGerald and Mr Jun He 
 
Project Title:  The factors that influence Private Health Insurance (PHI) 
holders' choice between public and private Emergency Department (ED) at the 
time of emergency 
 
Ethics category:                  Human - Administrative Review  
QUT approval number:     1400000843 (As per Queensland Health Human 
Research Ethics Committees (HRECs), UnitingCare Health Human Research 
Ethics Committee, and Greenslopes Research and Ethics Committee., Approval 
number: 14 401, 2014-35) 
QUT clearance until:         24/10/2017 
 
We are pleased to advise that your application has been reviewed and 
administratively approved by the Chair, University Human Research Ethics 
Committee (UHREC) based on the approval gained from the responsible HREC. 
We note this HREC has awarded the project ethical clearance until 
24/10/2017. 
 
CONDITIONS OF APPROVAL 
Please ensure you and all other team members read through and understand 
all UHREC conditions of approval prior to commencing any data collection:  
   - Standard: Please see attached or 
http://www.orei.qut.edu.au/human/stdconditions.jsp 
   - Specific:   None apply  
 
Administrative review decisions are subject to ratification at the next 
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available UHREC meeting. You will only be contacted again in relation to 
this matter if UHREC raises additional questions or concerns. 
 
Projects approved through an external organisation may be subject to that 
organisation's review arrangements. Researchers must immediately notify the 
QUT Research Ethics Unit if their project is selected for investigation / 
review by an external organisation. 
 
VARIATIONS 
All variations must first be approved by the responsible HREC before 
submission to QUT for ratification.  Once approval has been obtained please 
submit this to QUT using our online variation form:  
     http://www.orei.qut.edu.au/human/var/ 
 
MONITORING 
Please ensure you also provide QUT with a copy of each adverse event report 
and progress report submitted to the responsible HREC. 
 
Please don't hesitate to contact us if you have any queries. 
 
We wish you all the best with your research. 
 
Kind regards 
 
Janette Lamb on behalf of Chair UHREC 
Office of Research Ethics & Integrity 
Level 4   |   88 Musk Avenue   |   Kelvin Grove 
p: +61 7 3138 5123 
e: ethicscontact@qut.edu.au 
w: http://www.orei.qut.edu.au 
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Appendix 9: Semi-Structured Interview Guide Semi-structured in-depth Interview Guide 
The aim of this study is to explore the perceptions of patients with PHI regarding their 
choices between private and public hospital ED at a time of emergency. 
Five Steps of Recruitment 
Identification: The potential participants will be identified through the assistance of 
hospital ED staffs (basically ED staff will identify patients who should not be 
approached because they consider them unable to give consent or are too sick to 
participate). 
Approaching the potential participant. The following opening introduction will be 
used as a guide: 
Hi, my name is Jun He. I am a researcher from Queensland University of Technology. I am 
working on a topic about patients’ choice between public and private emergency departments. 
I am looking for patients who have private health insurance. Would that be you? 
Providing information to the potential participant (see Participant Information Sheet). 
Asking the screening questions (see Research Population item above). 
Obtaining consent to an audio-recorded interview. To protect participants’ privacy 
and confidentiality and in accord with the RBWH HREC’s advice, signed consent 
will not be sought. Participating in the interview will be considered as verbal consent. 
Preparation 
Collect socio-demographic data (age, gender, post code, and country of birth). 
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Questions  
Can you describe for me what issues you considered that made you decide to come to 
this hospital? 
Prompts: issues like being close, previous experience, etc 
Probes: use respondent’s words to further explore, example: 
Can you elaborate on … a little more? 
How did you fell? 
Was anyone else there to help? 
Have you been to another doctor or emergency department? 
Probe: 
Was it your GP? 
Was it a private or public ED? 
How was your experience there? 
In your own words, can you please tell me a bit about the problem that brought you to 
this ED? 
Probe: 
How serious was it? Is it still as serious? 
What happened? When did it happen? How did it happen? 
Who made a decision for you to come to this ED? What made you make this decision? 
How has been your experience here so far? 
Prompt: 
For example, about waiting time; your treatment; staff’s behaviour etc. 
Probe if needed: 
Can you tell me more about that? 
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Have you contacted anyone else for this condition rather than ED? (To explore the 
perceptions of patients regarding their choices between health care services) 
Prompts: 
For example, Dr?Nurse?Alternative health care?Health phone? 
Probe: 
How was your experience? 
Can you tell me more about that? 
Would you still come to ED if an alternative health care were available? Why is that? 
What do you expect from the service of private hospital ED (public hospital ED)? (To 
explore patients’ ideas regarding ED services) 
Why do you think private hospital ED (public hospital ED) will meet your medical 
requirements at this occasion? You said earlier on that you would prefer to seek care 
in public ED (or private ED), could you tell me more about this? 
Do you see any benefits in coming to a private ED (public ED) as opposed to a public 
ED (private ED)? 
Do you see any problems or barriers in coming to a private ED (public ED)? How can 
this be improved? Why? 
I have no further questions. Is there anything else you would like to bring up, or ask about 
before we finish the interview? 
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Appendix 10: Questionnaire for pilot study 
Choice between public and private hospital emergency departments 
(Hospital emergency department questionnaire) 
 
1 What is the main problem you have come 
to the hospital for today? 
 
………………………………………………………………………… 
………………………………………………………………………… 
2 When did this problem start? □ Today 
□ Less than a week ago 
□ More than a week ago 
□ It is a chronic/long term condition 
3 Where were you when you made the 
decision to come to hospital about this 
problem? 
□ At home  
□ At work 
□ In a public place 
□ Other, please specify… 
___________________ 
4 Were you with somebody when you made 
the decision to come to hospital about this 
problem? 
□ No, I was by myself 
□ Yes, with my family/friends 
□ Yes, with my colleagues 
□ There were other people and passers-by 
□ Other, please specify … 
___________________ 
5 How serious did you think the condition was 
at the time you decided to come to the 
hospital? 
0 1 2 3 4 5 6 7 8 9 10 
 
Not serious at all                                       Most serious 
 
6 How serious do you think the condition is 
now? 0 1 2 3 4 5 6 7 8 9 
1
0 
 
Not serious at all                                      Most serious 
 
7 How urgent did you think the condition was 
at the time you decided to come to the 
hospital? 
0 1 2 3 4 5 6 7 8 9 10 
 
Not urgent at all                                       Most urgent 
 
8 How urgent do you think the condition is 
now? 0 1 2 3 4 5 6 7 8 9 
1
0 
 
Not urgent at all                                        Most urgent 
 
9 How much pain did you feel at the time you 
decided to come to the hospital? 0 1 2 3 4 5 6 7 8 9 
1
0 
 
No pain at all                             Pain as bad as  it gets 
 
10 How much pain do you feel now? 0 1 2 3 4 5 6 7 8 9 10 
 
No pain at all                               Pain as bad as it gets 
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11 Do you have other conditions for which you 
need medical care? 
□ Yes         □ No 
   
12 Apart from current condition, overall would 
you say your health is: 
□ Excellent 
□ Very good 
□ Good 
□ Fair 
□ Poor 
13  How many times have you attended a 
hospital emergency department during the 
past six months? (not including this time) 
□ 0 
□ 1 
□ 2 
□ 3 
□ More than 3, please specify… 
___________________ 
 
 
14 Considering your condition prior to 
commencement of treatment what priority 
do you think you should be given? 
□ Priority 1 (immediately) 
□ Priority 2 (within 10 minutes) 
□ Priority 3 (within 30 minutes) 
□ Priority 4 (within 1 hour) 
□ Priority 5 (within 2 hours) 
□ Other, please specify… 
___________________ 
 
 
15 Did you contact anybody about you 
condition before coming to the hospital? 
Select all that apply. 
□ No one 
□ My GP 
□ Ambulance 
□ Contacted 13HEALTH 
□ Other, please specify… 
___________________ 
 
 
 
16 Who suggested you to come to the hospital? 
Select all that apply. 
□ No One 
□ My GP suggested 
□ Ambulance staff suggested 
□ I called 13HEALTH and they suggested 
□ My family or friends suggested 
□ People at work suggested 
□ Others suggested, please specify… 
___________________ 
 
17 Who made the decision for you to come to 
the hospital? 
□ It was my own decision 
□ My GP decided 
□ Ambulance staff decided 
□ I called 13HEALTH and they decided 
□ My family or friends decided 
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□ People at work decided 
□ Others decided, please specify… 
___________________ 
 
 
 
18 Here are some reasons people have mentioned about why they went to the hospital 
emergency department. Please indicate the extent to which you considered each of these 
reasons for coming to the hospital today. 
 Reasons Yes, Considered 
it to a great 
extent    
Considered it 
to some 
extent    
Did not 
consider it 
a Hospital is open at all times. ○ 1 ○ 2 ○ 3 
b I needed immediate (urgent) care. ○ 1 ○ 2 ○ 3 
c No other health services or GP were 
available at the time 
○ 1 ○ 2 ○ 3 
d It’s convenient to have all facilities in one 
place in the hospital. 
○ 1 ○ 2 ○ 3 
e My condition was too severe to go 
elsewhere. 
○ 1 ○ 2 ○ 3 
f Hospital doctors and nurses are better 
specialised. 
○ 1 ○ 2 ○ 3 
g The hospital is close to where I am. ○ 1 ○ 2 ○ 3 
h Other options were not as suitable as a 
hospital for my problem. 
○ 1 ○ 2 ○ 3 
i Even if you go to a GP or other health 
services, they refer you to the hospital. 
○ 1 ○ 2 ○ 3 
 
 
19 Here are some reasons people have mentioned about their choice between public and private 
hospital emergency department. Please indicate the extent to which you considered each of 
these reasons for coming to the hospital today. 
 Reasons Yes, Considered 
it to a great 
extent    
Considered it 
to some 
extent    
Did not 
consider it 
a My medical history records are held by this 
hospital. 
○ 1 ○ 2 ○ 3 
b The same hospital where I had the 
previous operation. 
○ 1 ○ 2 ○ 3 
c The same hospital where I attended for a 
similar condition. 
○ 1 ○ 2 ○ 3 
d It was convenient to attend this hospital 
emergency department. 
○ 1 ○ 2 ○ 3 
e There are long waiting times in public 
hospital emergency department. 
○ 1 ○ 2 ○ 3 
f There are out of pocket payments required 
for accessing private hospital emergency 
department. 
○ 1 ○ 2 ○ 3 
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20 How do you rate the service provided by 
this hospital emergency department in 
terms of treatment, medical staff 
behaviour, and waiting time? 
 
0 1 2 3 4 5 6 7 8 9 10 
Lowest quality                                       Highest 
quality 
 
 
 
21 Have you had previous experience with 
public hospital emergency department? 
□Yes      □ No; please go to question 23 
 
 
22 How was your previous experience with 
public hospital emergency department? 
□ Excellent 
□ Very good 
□ Good 
□ Fair 
□ Poor 
23 Have you had previous experience with 
private hospital emergency department? 
□ Yes      □ No; please go to question 25 
24 How was your previous experience with 
private hospital emergency department? 
□ Excellent 
□ Very good 
□ Good 
□ Fair 
□ Poor 
25 Have you had previous experience with this 
hospital emergency department? 
□ Yes      □ No; please go to question 27 
 
 
   
26 How was your previous experience with this 
hospital emergency department? 
□Excellent 
□ Very good 
□ Good 
□ Fair 
□ Poor 
 
Questions 27 and 28 for PRIVATE hospital emergency department patients. 
27 How much do you expect to pay for the out-of-pocket payment for this 
emergency visit? $............ 
28 How much do you expect to pay for the out-of-pocket payment if you 
would be admitted to in-patient ward? $............ 
Questions 29– 33 for PUBLIC hospital emergency department patients 
29 How much would you expect to pay out-of-pocket for an emergency visit 
if you went to a private hospital emergency department? $............ 
30 How much would you expect to pay out-of-pocket if you were admitted 
to a private hospital in-patient ward? $............ 
31 Are there any private hospital emergency departments accessible to 
you? 
 
□ Yes        □ No 
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32 Did you consider attending a private hospital emergency department in 
this occasion? 
□ Yes        □ No 
33 Please explain why you chose to come to public hospital emergency 
department instead? 
 
 
 
34 Here are a few general statements about hospital emergency departments (both private and 
public), 
and private health insurance. We are interested in your opinion about these. Please indicate to 
what  
extent you agree or disagree with each statement. 
 Statements 
 
1 Strongly 
Disagree 
2 Disagree 
 
3 Neutral 
 
4 Agree 
 
5 Strongly 
Agree 
a Private health insurance is essential for 
accessing private hospital emergency 
department. 
○ 1 
 
 
 ○ 2 ○ 3 ○ 4             
 
○ 5 
b It is expensive to access private hospital 
emergency department. 
○ 1 
 
 ○ 2 ○ 3 ○ 4             
 
○ 5 
c The primary responsibility of public 
hospital emergency department is to 
deal with life-threatening issues. 
○ 1 
 
 
 ○ 2 ○ 3 ○ 4 
 
○ 5 
d Private hospital emergency department 
is not equipped for the life-threatening 
illness. 
○ 1  ○ 2 ○ 3 ○ 4 
 
○ 5 
e Private hospital emergency department 
allows more time for thorough 
investigation. 
○ 1  ○ 2 ○ 3 ○ 4 
 
○ 5 
f The environment in private hospital 
emergency department is better than 
in public. 
○ 1  ○ 2 ○ 3 ○ 4 
 
○ 5 
g Accessibility to specialists is better in 
public hospital emergency department 
than in private hospital emergency 
department. 
○ 1  ○ 2 ○ 3 ○ 4 
 
○ 5 
h Doctor-patient ratio is better in private 
hospital emergency department than in 
public hospital emergency department. 
○ 1  ○ 2 ○ 3 ○ 4 
 
○ 5 
i Out of pocket payment is a barrier to 
access private hospital emergency 
department. 
○ 1 
 
 ○ 2 ○ 3 ○ 4 
 
○ 5 
j Service in private hospital emergency 
department is more attentive than in 
public hospital emergency department. 
○ 1  ○ 2 ○ 3 ○ 4 
 
○ 5 
k The facilities of public hospital 
emergency department are better than 
in private. 
○ 1 
 
 ○ 2 ○ 3 ○ 4 
 
○ 5 
l It is easy to access public hospital ○ 1  ○ 2 ○ 3 ○ 4 ○ 5 
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emergency department than private.   
m Private hospital emergency department 
is more efficient than public hospital 
emergency department. 
○ 1  ○ 2 ○ 3 ○ 4 
 
○ 5 
n Long waiting time is a barrier to access 
private hospital emergency 
department. 
○ 1  ○ 2 ○ 3 ○ 4 
 
○ 5 
 
o Long waiting time is a barrier to access 
public hospital emergency department. 
○ 1 
 
 ○ 2 ○ 3 ○ 4 ○ 5 
 
 
 
35 Social Support – Here is a list of some things that other people do for us or give us that may be 
helpful or supportive. Please read each statement carefully and mark the column that is closest to 
your situation. 
 Statements 1 As 
much 
as I 
would 
like 
2 Almost 
as much 
as I would 
like 
3 Some, but 
would like 
more 
4 Less 
than I 
would 
like 
5 Much 
less than I 
would like 
a I have people who care what happens to 
me. 
○ 1  ○ 2 ○ 3 ○ 4 ○ 5 
b I get love and affection. ○ 1  ○ 2 ○ 3 ○ 4 ○ 5 
c I get chances to talk to someone about 
problems at work or with my housework. 
○ 1 
 
 ○ 2 ○ 3 ○ 4 ○ 5 
d I get chances to talk to someone I trust 
about my personal or family problems. 
○ 1 
 
 ○ 2 ○ 3 ○ 4 ○ 5 
e I get chances to talk about money 
matters 
○ 1  ○ 2 ○ 3 ○ 4 ○ 5 
f I get invitations to go out and do things 
with other people. 
○ 1 
 
 ○ 2 ○ 3 ○ 4 ○ 5 
g I get useful advice about important 
things in life. 
○ 1 
 
 ○ 2 ○ 3 ○ 4 ○ 5 
h I get help when I am sick in bed. ○ 1  ○ 2 ○ 3 ○ 4 ○ 5 
 
 
 
36 Please indicate how you feel about each of the following statements. 
 Statements 1 Not true 
at all 
2 Hardly 
true 
3 Moderately 
true 
4 Exactly 
true 
a I can always manage to solve difficult 
problems if I try hard enough. 
○ 1 
 
○ 2  ○ 3 ○ 4 
b If someone opposes me, I can find the means 
and ways to get what I Want.  
○ 1 
 
○ 2  ○ 3 ○ 4 
c It is easy for me to stick to my aims  
and accomplish my goals. 
○ 1 
 
○ 2  ○ 3 ○ 4 
d I am confident that I could deal efficiently ○ 1 ○ 2  ○ 3 ○ 4 
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with unexpected events.  
e I can solve most problems if I invest  
the necessary effort. 
○ 1 
 
○ 2  ○ 3 ○ 4 
f If I am in trouble, I can usually think  
of a solution. 
○ 1 
 
○ 2  ○ 3 ○ 4 
g I can usually handle whatever comes 
my way. 
○ 1 
 
○ 2  ○ 3 ○ 4 
 
 
In this section we would like to ask a few demographic questions about you. It will help us study a wide 
range of people from all groups in our society. Your information will remain confidential and will not be 
disclosed to anyone outside the research team. 
37 Are you male or female? □ Male          □ Female 
38 What year were you born?     
 
39 Who do you live with? □ Alone 
□ With my partner/spouse 
□ With my partner/spouse and child/children 
□ With my child/children 
□ With others, please specify… 
___________________ 
40 In which country were you born? □ Australia 
□ Other, please specify …. 
___________________ 
41 If you were born overseas, in what year did 
you first arrive in Australia to live here for 
one year or more? 
 
    
 
42 How well do you speak English? □ English is my native language 
□ Almost like a native speaker 
□ Communicate without problems 
□ With some difficulties 
□ With great difficulties 
□ I do not speak English 
43 How did you arrive at the hospital today? □ By ambulance (road or air)  
□ By your own car 
□ Police 
□ Family/friend car 
□ Taxi 
□ Public transport 
□ Others, please specify… 
___________________ 
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44 What is your present marital status? □Married 
□ Never married 
□ Widowed 
□ Divorced 
□ Separated but not divorced 
□ De facto relationship 
□ Not applicable 
45 Are you of Aboriginal or Torres Strait 
Islander origin? 
□ No 
□ Yes, Aboriginal 
□ Yes, Torres Strait Islander 
□ Yes, both Aboriginal and Torres Strait Islander 
   
46 Where do you usually live? □ I live in Australia Post code [                ] 
□ I live Overseas 
 
47 What is the level of highest qualification you 
have completed? 
□ None 
□ Primary school 
□ Secondary school 
□ Tertiary 
□ Other, please specify… 
___________________ 
□ Not applicable 
 
48 How many years of education have you 
completed in Australia? 
□ None 
□ 1- 5 years 
□ 6 – 8 years 
□ 9 – 12 years 
□ 13 years or more 
49 What is your employment status? □ Employed full-time 
□ Employed part-time/casual 
□ Unemployed 
□ Retired 
□ Pensioner 
□ Student (not working) 
□ Homemaker 
□ Other, please specify… 
__________________ 
50 What is the total weekly income that your 
household receives after tax from all 
sources? 
□ $1 – 149 
□ $150 – 249 
□ $250 – 399 (age pension for single) 
□ $400 – 599 (age pension for couple) 
□ $600 – 799 
□ $800 – 999 
□ $1000 – 1299 
□ $1300 – 1599 
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□ $1600 – 1999 
□ $2000 or more 
Thank you very much for participating in this survey. If you have any comments or 
suggestions, we would love to know. Please write it here.  
 
 
 
 
Hospital: 
 
Date: 
□ Self completed questionnaire 
□ Completed with data collector’s assistance 
□ Required assistance with English language 
 
Participant Consent Form for EDIS Information or Hospital Records 
In order to have a more complete picture of patients’ choices between private and public 
hospital emergency department, we would like to ask your permission to obtain the 
following information from your hospital records for this visit. 
The information is limited to triage category, diagnosis code, discharge status, and times of 
arrival, triage and discharge. No other information will be collected. This information will be 
added to your questionnaire information without disclosing your name. If you agree, please 
write your name and sign the section below. 
 
Statement of consent 
By signing below, you are indicating that you: 
• Consent to the hospital to provide the following information from patient’s records 
to the research project about the current visit: 
○ Triage category                ○ Diagnosis code (ICD)        ○ Discharge status code 
○ Date & Time of Arrival   ○ Date & Time of Triage      ○ Date & Time of Treatment 
○ Date & Time of Departure    
• Understand that this information will be added to your questionnaire but your name 
will be removed. 
 
Patient’s Full Name: 
__________________________________________ 
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Patient’s Signature:                         
__________________________________________          
 
Date: 
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Appendix 11: Questionnaire for main study (public hospital) 
Choice between public and private hospital emergency departments 
(Public hospital emergency department questionnaire) 
1 What is the main problem you have come to 
the hospital for today? 
 
………………………………………………………………………… 
………………………………………………………………………… 
2 When did this problem start? □ Today 
□ Less than a week ago 
□ More than a week ago 
□ It is a chronic/long term condition 
3 Where were you when you made the decision to 
come to hospital about this problem? 
□ At home  
□ At work 
□ In a public place 
□ Other, please specify… 
___________________ 
4 Were you with somebody when you made the 
decision to come to hospital about this 
problem? 
□ No, I was by myself 
□ Yes, with my family/friends 
□ Yes, with my colleagues 
□ There were other people and passers-by 
□ Other, please specify … 
___________________ 
5 How serious did you think the condition was at 
the time you decided to come to the hospital? 0 1 2 3 4 5 6 7 8 9 
1
0 
Not serious at all                                       Most serious 
 
6 How serious do you think the condition is now? 0 1 2 3 4 5 6 7 8 9 10 
Not serious at all                                      Most serious 
 
7 How urgent did you think the condition was at 
the time you decided to come to the hospital? 0 1 2 3 4 5 6 7 8 9 
1
0 
Not urgent at all                                       Most urgent 
 
8 How urgent do you think the condition is now? 0 1 2 3 4 5 6 7 8 9 10 
Not urgent at all                                        Most urgent 
 
9 How much pain did you feel at the time you 
decided to come to the hospital? 0 1 2 3 4 5 6 7 8 9 
1
0 
No pain at all                             Pain as bad as  it gets 
 
10 How much pain do you feel now? 
0 1 2 3 4 5 6 7 8 9 10 
No pain at all                               Pain as bad as it gets 
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11 Do you have other conditions for which you 
need medical care? 
□ Yes         □ No 
12 Apart from current condition, overall would you 
say your health is: 
□ Excellent 
□ Very good 
□ Good 
□ Fair 
□ Poor 
13  How many times have you attended a hospital 
emergency department during the past six 
months? (not including this time) 
□ 0 
□ 1 
□ 2 
□ 3 
□ More than 3, please specify… 
___________________ 
14 Considering your condition prior to 
commencement of treatment what priority do 
you think you should be given? 
□ Priority 1 (immediately) 
□ Priority 2 (within 10 minutes) 
□ Priority 3 (within 30 minutes) 
□ Priority 4 (within 1 hour) 
□ Priority 5 (within 2 hours) 
□ Other, please specify… 
___________________ 
15 Did you contact anybody about you condition 
before coming to the hospital? Select all that 
apply. 
□ No one 
□ My GP 
□ Ambulance 
□ Contacted 13HEALTH 
□ Other, please specify… 
___________________ 
16 Who suggested you to come to the hospital? 
Select all that apply. 
□ No One 
□ My GP suggested 
□ Ambulance staff suggested 
□ I called 13HEALTH and they suggested 
□ My family or friends suggested 
□ People at work suggested 
□ Others suggested, please specify… 
___________________ 
17 Who made the decision for you to come to the 
hospital? 
□ It was my own decision 
□ My GP decided 
□ Ambulance staff decided 
□ I called 13HEALTH and they decided 
□ My family or friends decided 
□ People at work decided 
□ Others decided, please specify… 
___________________ 
18 
 
How do you rate the service provided by this 
hospital emergency department in terms of 
treatment, medical staff behaviour, and waiting 
time? 
 
0 1 2 3 4 5 6 7 8 9 10 
Lowest quality                                       Highest quality 
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19 Are there any private hospital emergency 
departments accessible to you? 
□ Yes        □No 
20 Did you consider attending a private hospital 
emergency department in this occasion? 
□ Yes        □No 
21 Please explain why you chose to come to public 
hospital emergency department instead? 
______________________________________ 
______________________________________ 
______________________________________ 
 
22 Here are some reasons people have mentioned about their choice between public and private 
hospital emergency department. Please indicate the extent to which you considered each of these 
reasons for coming to the hospital today. 
 Reasons Yes, Considered 
it to a great 
extent    
Considered it 
to some 
extent    
Did not consider it 
a My medical history records are held by this 
hospital. 
○ 1 ○ 2 ○ 3 
b Public hospital doctors and nurses are 
better specialised. 
○ 1 ○ 2 ○ 3 
c It was convenient to attend this hospital 
emergency department. 
○ 1 ○ 2 ○ 3 
d There are long waiting times in private 
hospital emergency department. 
○ 1 ○ 2 ○ 3 
e There are long waiting times in public 
hospital emergency department. 
○ 1 ○ 2 ○ 3 
f There are out-of-pocket payments 
required for accessing private hospital 
emergency department. 
○ 1 ○ 2 ○ 3 
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23 Have you had previous experience with 
private hospital emergency department? 
□Yes      □ No; please go to question 25 
 
24 How was your previous experience with 
private hospital emergency department? 
□ Excellent 
□ Very good 
□ Good 
□ Fair 
□ Poor 
25 Have you had previous experience with 
public hospital emergency department? 
□ Yes      □ No; please go to question 27 
26 How was your previous experience with 
public hospital emergency department? 
□ Excellent 
□ Very good 
□ Good 
□ Fair 
□ Poor 
27 How much would you expect to pay out-of-
pocket for an emergency visit if you went to 
a private hospital emergency department? 
□ $0-100 
□ $101-200 
□ $201-300 
□ $301-400 
□ $401-500 
□≥$501 
28 How much would you expect to pay out-of-
pocket if you were admitted to a private 
hospital in-patient ward? 
□ $0-500 
□ $501-1000 
□ $1001-3000 
□ $3001-5000 
□≥$5001 
 
  
 
29 Here are a few general statements about hospital emergency departments (both private and 
public). We are interested in your opinion about these. Please indicate to what extent you agree or 
disagree with each statement. 
 Statements 
 
1 Strongly 
Disagree 
2 Disagree 
 
3 Neutral 
 
4 Agree 
 
5 Strongly 
Agree 
a It is expensive to access private hospital 
emergency department. 
○ 1 
 
 
 ○ 2 ○ 3 ○ 4             
 
○ 5 
b The primary responsibility of public 
hospital emergency department is to 
deal with life-threatening issues. 
○ 1 
 
 ○ 2 ○ 3 ○ 4             
 
○ 5 
c Private hospital emergency department 
is not equipped for the life-threatening 
illness. 
○ 1 
 
 
 ○ 2 ○ 3 ○ 4 
 
○ 5 
d Public hospital emergency department 
allows more time for thorough 
investigation. 
○ 1  ○ 2 ○ 3 ○ 4 
 
○ 5 
e The environment in public hospital 
emergency department is better than 
○ 1  ○ 2 ○ 3 ○ 4 
 
○ 5 
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in private. 
f Accessibility to specialists is better in 
public hospital emergency department 
than in private hospital emergency 
department. 
○ 1  ○ 2 ○ 3 ○ 4 
 
○ 5 
g Doctor-patient ratio is better in public 
hospital emergency department than in 
private hospital emergency 
department. 
○ 1  ○ 2 ○ 3 ○ 4 
 
○ 5 
h Out-of-pocket payment is a barrier to 
access private hospital emergency 
department. 
○ 1  ○ 2 ○ 3 ○ 4 
 
○ 5 
i Service in public hospital emergency 
department is more attentive than in 
private hospital emergency 
department. 
○ 1 
 
 ○ 2 ○ 3 ○ 4 
 
○ 5 
j The facilities of public hospital 
emergency department are better than 
in private. 
○ 1  ○ 2 ○ 3 ○ 4 
 
○ 5 
k It is easy to access public hospital 
emergency department than private. 
○ 1 
 
 ○ 2 ○ 3 ○ 4 
 
○ 5 
l Public hospital emergency department 
is more efficient than private hospital 
emergency department. 
○ 1 
 
 ○ 2 ○ 3 ○ 4 
 
○ 5 
m Long waiting time is a barrier to access 
private hospital emergency 
department. 
○ 1  ○ 2 ○ 3 ○ 4 
 
○ 5 
n Long waiting time is a barrier to access 
public hospital emergency department. 
○ 1  ○ 2 ○ 3 ○ 4 
 
○ 5 
 
 
 
30 Social Support – Here is a list of some things that other people do for us or give us that may be 
helpful or supportive. Please read each statement carefully and mark the column that is closest to 
your situation. 
 Statements 1 As 
much 
as I 
would 
like 
2 Almost 
as much 
as I would 
like 
3 Some, but 
would like 
more 
4 Less 
than I 
would 
like 
5 Much 
less than I 
would like 
a I have people who care what happens to 
me. 
○ 1  ○ 2 ○ 3 ○ 4 ○ 5 
b I get love and affection. 
 
○ 1  ○ 2 ○ 3 ○ 4 ○ 5 
c I get chances to talk to someone about 
problems at work or with my housework. 
○ 1 
 
 ○ 2 ○ 3 ○ 4 ○ 5 
d I get chances to talk to someone I trust 
about my personal or family problems. 
○ 1 
 
 ○ 2 ○ 3 ○ 4 ○ 5 
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e I get chances to talk about money 
matters 
○ 1  ○ 2 ○ 3 ○ 4 ○ 5 
f I get invitations to go out and do things 
with other people. 
 
○ 1 
 
 ○ 2 ○ 3 ○ 4 ○ 5 
g I get useful advice about important 
things in life. 
○ 1 
 
 ○ 2 ○ 3 ○ 4 ○ 5 
h I get help when I am sick in bed. 
 
○ 1  ○ 2 ○ 3 ○ 4 ○ 5 
 
31 Please indicate how you feel about each of the following statements. 
 Statements 1 Not true 
at all 
2 Hardly 
true 
3 Moderately 
true 
4 Exactly 
true 
a I can always manage to solve difficult 
problems if I try hard enough. 
○ 1 
 
○ 2  ○ 3 ○ 4 
b If someone opposes me, I can find the means 
and ways to get what I Want.  
 
○ 1 
 
○ 2  ○ 3 ○ 4 
c It is easy for me to stick to my aims  
and accomplish my goals. 
○ 1 
 
○ 2  ○ 3 ○ 4 
d I am confident that I could deal efficiently 
with unexpected events. 
 
○ 1 
 
○ 2  ○ 3 ○ 4 
e I can solve most problems if I invest  
the necessary effort. 
○ 1 
 
○ 2  ○ 3 ○ 4 
f If I am in trouble, I can usually think  
of a solution. 
○ 1 
 
○ 2  ○ 3 ○ 4 
g I can usually handle whatever comes 
my way. 
○ 1 
 
○ 2  ○ 3 ○ 4 
In this section we would like to ask a few demographic questions about you. It will help us study a wide 
range of people from all groups in our society. Your information will remain confidential and will not be 
disclosed to anyone outside the research team. 
32 Are you male or female? □ Male          □ Female 
33 How old are you? ___________________ 
34 Who do you live with? □ Alone 
□ With my partner/spouse 
□ With my partner/spouse and child/children 
□ With my child/children 
□ With others, please specify… 
___________________ 
35 In which country were you born? □ Australia 
□ Other, please specify …. 
___________________ 
36 If you were born overseas, in what year did 
you first arrive in Australia to live here for 
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one year or more?     
 
37 How did you arrive at the hospital today? □ By ambulance (road or air)  
□ By your own car 
□ Police 
□ Family/friend car 
□ Taxi 
□ Public transport 
□ Others, please specify… 
___________________ 
38 What is your present marital status? □Married 
□ Never married 
□ Widowed 
□ Divorced 
□ Separated but not divorced 
□ De facto relationship 
□ Not applicable 
39 Are you of Aboriginal or Torres Strait 
Islander origin? 
□ No 
□ Yes, Aboriginal 
□ Yes, Torres Strait Islander 
□ Yes, both Aboriginal and Torres Strait Islander 
40 Where do you usually live? □ I live in Australia Post code [                ] 
□ I live Overseas 
41 What is the level of highest qualification 
you have completed? 
□ None 
□ Primary school 
□ Secondary school 
□ Tertiary 
□ Other, please specify… 
___________________ 
□ Not applicable 
 
42 How many years of education have you 
completed in Australia? 
□ None 
□ 1- 5 years 
□ 6 – 8 years 
□ 9 – 12 years 
□ 13 years or more 
43 What is your employment status? □ Employed full-time 
□ Employed part-time/casual 
□ Unemployed 
□ Retired 
□ Pensioner 
□ Student (not working) 
□ Homemaker 
□ Other, please specify… 
__________________ 
44 What is the total weekly income that your □ $1 – 149 
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household receives after tax from all 
sources? 
□ $150 – 249 
□ $250 – 399 (age pension for single) 
□ $400 – 599 (age pension for couple) 
□ $600 – 799 
□ $800 – 999 
□ $1000 – 1299 
□ $1300 – 1599 
□ $1600 – 1999 
□ $2000 or more 
Thank you very much for participating in this survey. If you have any comments or 
suggestions, we would love to know. Please write it here.  
 
 
 
 
 
 
 
 
 
 
 
Hospital: 
 
Date: 
□ Self completed questionnaire 
□ Completed with data collector’s assistance 
□ Required assistance with English language 
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Appendix 12: Questionnaire for main study (private hospital) 
Choice between public and private hospital emergency departments 
(Private hospital emergency department questionnaire) 
1 What is the main problem you have come to 
the hospital for today? 
 
………………………………………………………………………… 
………………………………………………………………………… 
2 When did this problem start? □ Today 
□ Less than a week ago 
□ More than a week ago 
□ It is a chronic/long term condition 
3 Where were you when you made the decision to 
come to hospital about this problem? 
□ At home  
□ At work 
□ In a public place 
□ Other, please specify… 
___________________ 
4 Were you with somebody when you made the 
decision to come to hospital about this 
problem? 
□ No, I was by myself 
□ Yes, with my family/friends 
□ Yes, with my colleagues 
□ There were other people and passers-by 
□ Other, please specify … 
___________________ 
5 How serious did you think the condition was at 
the time you decided to come to the hospital? 0 1 2 3 4 5 6 7 8 9 
1
0 
Not serious at all                                       Most serious 
 
6 How serious do you think the condition is now? 0 1 2 3 4 5 6 7 8 9 10 
Not serious at all                                      Most serious 
 
7 How urgent did you think the condition was at 
the time you decided to come to the hospital? 0 1 2 3 4 5 6 7 8 9 
1
0 
Not urgent at all                                       Most urgent 
 
8 How urgent do you think the condition is now? 0 1 2 3 4 5 6 7 8 9 10 
Not urgent at all                                        Most urgent 
 
9 How much pain did you feel at the time you 
decided to come to the hospital? 0 1 2 3 4 5 6 7 8 9 
1
0 
No pain at all                             Pain as bad as  it gets 
 
10 How much pain do you feel now? 
0 1 2 3 4 5 6 7 8 9 10 
No pain at all                               Pain as bad as it gets 
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11 Do you have other conditions for which you 
need medical care? 
□ Yes         □ No 
 
12 Apart from current condition, overall would you 
say your health is: 
□ Excellent 
□ Very good 
□ Good 
□ Fair 
□ Poor 
13  How many times have you attended a hospital 
emergency department during the past six 
months? (not including this time) 
□ 0 
□ 1 
□ 2 
□ 3 
□ More than 3, please specify… 
___________________ 
14 Considering your condition prior to 
commencement of treatment what priority do 
you think you should be given? 
□ Priority 1 (immediately) 
□ Priority 2 (within 10 minutes) 
□ Priority 3 (within 30 minutes) 
□ Priority 4 (within 1 hour) 
□ Priority 5 (within 2 hours) 
□ Other, please specify… 
___________________ 
15 Did you contact anybody about you condition 
before coming to the hospital? Select all that 
apply. 
□ No one 
□ My GP 
□ Ambulance 
□ Contacted 13HEALTH 
□ Other, please specify… 
___________________ 
16 Who suggested you to come to the hospital? 
Select all that apply. 
□ No One 
□ My GP suggested 
□ Ambulance staff suggested 
□ I called 13HEALTH and they suggested 
□ My family or friends suggested 
□ People at work suggested 
□ Others suggested, please specify… 
___________________ 
17 Who made the decision for you to come to the 
hospital? 
□ It was my own decision 
□ My GP decided 
□ Ambulance staff decided 
□ I called 13HEALTH and they decided 
□ My family or friends decided 
□ People at work decided 
□ Others decided, please specify… 
___________________ 
18 
 
How do you rate the service provided by this 
hospital emergency department in terms of 
treatment, medical staff behaviour, and waiting 
time? 
 
0 1 2 3 4 5 6 7 8 9 10 
Lowest quality                                       Highest quality 
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19 Are there any public hospital emergency 
departments accessible to you? 
□ Yes        □No 
20 Did you consider attending a public hospital 
emergency department in this occasion? 
□ Yes        □No 
21 Please explain why you chose to come to private 
hospital emergency department instead? 
______________________________________ 
______________________________________ 
______________________________________ 
   
22 Here are some reasons people have mentioned about their choice between public and private 
hospital emergency department. Please indicate the extent to which you considered each of these 
reasons for coming to the hospital today. 
 Reasons Yes, Considered 
it to a great 
extent    
Considered it 
to some 
extent    
Did not consider it 
a My medical history records are held by this 
hospital. 
○ 1 ○ 2 ○ 3 
b Private hospital doctors and nurses are 
better specialised. 
○ 1 ○ 2 ○ 3 
c It was convenient to attend this hospital 
emergency department. 
○ 1 ○ 2 ○ 3 
d There are long waiting times in private 
hospital emergency department. 
○ 1 ○ 2 ○ 3 
e There are long waiting times in public 
hospital emergency department. 
○ 1 ○ 2 ○ 3 
f There are out-of-pocket payments 
required for accessing private hospital 
emergency department. 
○ 1 ○ 2 ○ 3 
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23 Have you had previous experience with 
public hospital emergency department? 
□Yes      □ No; please go to question 25 
 
24 How was your previous experience with 
public hospital emergency department? 
□ Excellent 
□ Very good 
□ Good 
□ Fair 
□ Poor 
25 Have you had previous experience with 
private hospital emergency department? 
□ Yes      □ No; please go to question 27 
26 How was your previous experience with 
private hospital emergency department? 
□ Excellent 
□ Very good 
□ Good 
□ Fair 
□ Poor 
27 How much do you expect to pay for the 
out-of-pocket payment for this emergency 
visit? 
□ $0-100 
□ $101-200 
□ $201-300 
□ $301-400 
□ $401-500 
□≥$501 
28 How much do you expect to pay for the 
out-of-pocket payment if you would be 
admitted to in-patient ward? 
□ $0-500 
□ $501-1000 
□ $1001-3000 
□ $3001-5000 
□≥$5001 
 
  
29 Here are a few general statements about hospital emergency departments (both private and 
public). We are interested in your opinion about these. Please indicate to what extent you agree or 
disagree with each statement. 
 Statements 
 
1 Strongly 
Disagree 
2 Disagree 
 
3 Neutral 
 
4 Agree 
 
5 Strongly 
Agree 
a It is expensive to access private hospital 
emergency department. 
○ 1 
 
 
 ○ 2 ○ 3 ○ 4             
 
○ 5 
b The primary responsibility of private 
hospital emergency department is to 
deal with life-threatening issues. 
○ 1 
 
 ○ 2 ○ 3 ○ 4             
 
○ 5 
c Public hospital emergency department 
is not equipped for the life-threatening 
illness. 
○ 1 
 
 
 ○ 2 ○ 3 ○ 4 
 
○ 5 
d Private hospital emergency department 
allows more time for thorough 
investigation. 
○ 1  ○ 2 ○ 3 ○ 4 
 
○ 5 
e The environment in private hospital 
emergency department is better than 
in public. 
○ 1  ○ 2 ○ 3 ○ 4 
 
○ 5 
f Accessibility to specialists is better in ○ 1  ○ 2 ○ 3 ○ 4 ○ 5 
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private hospital emergency department 
than in public hospital emergency 
department. 
 
g Doctor-patient ratio is better in private 
hospital emergency department than in 
public hospital emergency department. 
○ 1  ○ 2 ○ 3 ○ 4 
 
○ 5 
h Out-of-pocket payment is a barrier to 
access private hospital emergency 
department. 
○ 1  ○ 2 ○ 3 ○ 4 
 
○ 5 
i Service in private hospital emergency 
department is more attentive than in 
public hospital emergency department. 
○ 1 
 
 ○ 2 ○ 3 ○ 4 
 
○ 5 
j The facilities of private hospital 
emergency department are better than 
in public. 
○ 1  ○ 2 ○ 3 ○ 4 
 
○ 5 
k It is easy to access private hospital 
emergency department than public. 
○ 1 
 
 ○ 2 ○ 3 ○ 4 
 
○ 5 
l Private hospital emergency department 
is more efficient than public hospital 
emergency department. 
○ 1 
 
 ○ 2 ○ 3 ○ 4 
 
○ 5 
m Long waiting time is a barrier to access 
private hospital emergency 
department. 
○ 1  ○ 2 ○ 3 ○ 4 
 
○ 5 
n Long waiting time is a barrier to access 
public hospital emergency department. 
○ 1  ○ 2 ○ 3 ○ 4 
 
○ 5 
 
 
30 Social Support – Here is a list of some things that other people do for us or give us that may be 
helpful or supportive. Please read each statement carefully and mark the column that is closest to 
your situation. 
 Statements 1 As 
much 
as I 
would 
like 
2 Almost 
as much 
as I would 
like 
3 Some, but 
would like 
more 
4 Less 
than I 
would 
like 
5 Much 
less than I 
would like 
a I have people who care what happens to 
me. 
○ 1  ○ 2 ○ 3 ○ 4 ○ 5 
b I get love and affection. 
 
○ 1  ○ 2 ○ 3 ○ 4 ○ 5 
c I get chances to talk to someone about 
problems at work or with my housework. 
○ 1 
 
 ○ 2 ○ 3 ○ 4 ○ 5 
d I get chances to talk to someone I trust 
about my personal or family problems. 
 
○ 1 
 
 ○ 2 ○ 3 ○ 4 ○ 5 
e I get chances to talk about money 
matters 
○ 1  ○ 2 ○ 3 ○ 4 ○ 5 
f I get invitations to go out and do things 
with other people. 
○ 1 
 
 ○ 2 ○ 3 ○ 4 ○ 5 
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g I get useful advice about important 
things in life. 
○ 1 
 
 ○ 2 ○ 3 ○ 4 ○ 5 
h I get help when I am sick in bed. 
 
○ 1  ○ 2 ○ 3 ○ 4 ○ 5 
 
31 Please indicate how you feel about each of the following statements. 
 Statements 1 Not true 
at all 
2 Hardly 
true 
3 Moderately 
true 
4 Exactly 
true 
a I can always manage to solve difficult 
problems if I try hard enough. 
○ 1 
 
○ 2  ○ 3 ○ 4 
b If someone opposes me, I can find the means 
and ways to get what I Want.  
 
○ 1 
 
○ 2  ○ 3 ○ 4 
c It is easy for me to stick to my aims  
and accomplish my goals. 
○ 1 
 
○ 2  ○ 3 ○ 4 
d I am confident that I could deal efficiently 
with unexpected events. 
 
○ 1 
 
○ 2  ○ 3 ○ 4 
e I can solve most problems if I invest  
the necessary effort. 
○ 1 
 
○ 2  ○ 3 ○ 4 
f If I am in trouble, I can usually think  
of a solution. 
 
○ 1 
 
○ 2  ○ 3 ○ 4 
g I can usually handle whatever comes 
my way. 
○ 1 
 
○ 2  ○ 3 ○ 4 
In this section we would like to ask a few demographic questions about you. It will help us study a wide  
range of people from all groups in our society. Your information will remain confidential and will not be 
disclosed to anyone outside the research team. 
32 Are you male or female? □ Male          □ Female 
33 How old are you? ___________________ 
34 Who do you live with? □ Alone 
□ With my partner/spouse 
□ With my partner/spouse and child/children 
□ With my child/children 
□ With others, please specify… 
___________________ 
35 In which country were you born? □ Australia 
□ Other, please specify …. 
___________________ 
36 If you were born overseas, in what year did 
you first arrive in Australia to live here for 
one year or more? 
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37 How did you arrive at the hospital today? □ By ambulance (road or air)  
□ By your own car 
□ Police 
□ Family/friend car 
□ Taxi 
□ Public transport 
□ Others, please specify… 
___________________ 
38 What is your present marital status? □Married 
□ Never married 
□ Widowed 
□ Divorced 
□ Separated but not divorced 
□ De facto relationship 
□ Not applicable 
39 Are you of Aboriginal or Torres Strait 
Islander origin? 
□ No 
□ Yes, Aboriginal 
□ Yes, Torres Strait Islander 
□ Yes, both Aboriginal and Torres Strait Islander 
40 Where do you usually live? 
 
□ I live in Australia Post code [                ] 
□ I live Overseas 
41 What is the level of highest qualification 
you have completed? 
□ None 
□ Primary school 
□ Secondary school 
□ Tertiary 
□ Other, please specify… 
___________________ 
□ Not applicable 
 
42 How many years of education have you 
completed in Australia? 
□ None 
□ 1- 5 years 
□ 6 – 8 years 
□ 9 – 12 years 
□ 13 years or more 
43 What is your employment status? □ Employed full-time 
□ Employed part-time/casual 
□ Unemployed 
□ Retired 
□ Pensioner 
□ Student (not working) 
□ Homemaker 
□ Other, please specify… 
__________________ 
44 What is the total weekly income that your 
household receives after tax from all 
sources? 
□ $1 – 149 
□ $150 – 249 
□ $250 – 399 (age pension for single) 
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□ $400 – 599 (age pension for couple) 
□ $600 – 799 
□ $800 – 999 
□ $1000 – 1299 
□ $1300 – 1599 
□ $1600 – 1999 
□ $2000 or more 
Thank you very much for participating in this survey. If you have any comments or 
suggestions, we would love to know. Please write it here.  
 
 
 
 
 
 
 
 
Hospital: 
 
Date: 
□ Self completed questionnaire 
□ Completed with data collector’s assistance 
□ Required assistance with English language 
 
 
 
 
 
 
Appendix 13: Participant information sheet 
Participant Information Sheet 
Health/Social Science Research – Adult providing own consent 
 
Title 
 
The factors that influence private health insurance (PHI) 
holders’ choice between public and private emergency 
departments (EDs) 
 
Short Title 
 
Choice between emergency departments 
Protocol Number 
 
N/A 
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Project Sponsor 
 
None 
Coordinating Principal 
Investigator 
 
Mr Jun He 
07 31381591  jun.he@connect.qut.edu.au 
 
Principal Supervisor 
 
Prof. Gerard FitzGerald 
07 31383935  gj.fitzgerald@qut.edu.au 
 
Location 
 
Emergency Department in RBWH 
Reference Numbers 
 
Queensland Health: 14 401 
 
Queensland University of Technology (QUT): 1400000843 
 
You are invited to take part in this research project, which is called: The factors that influence 
private health insurance (PHI) holders’ choice between public and private emergency departments 
(EDs).  
You have been invited because you initially met the selection criteria (that is: being an emergency 
patient with Private Health Insurance; speak English; aged from 18 years old and over; and being 
able to make informed consent). 
What is the purpose of this research? 
In Australia, emergency services are provided by both public and private hospitals. There is evidence 
that emergency departments (EDs) suffer from overcrowding particularly in public hospitals. 
Preliminary study demonstrates that private hospital EDs have a significant role to play in the 
provision of acute medical care and in providing access to private hospitals for patients particularly 
for those with private health insurance. However, no research has been done before to identify the 
reasons which may affect patients’ choice between public and private hospital EDs. This is what this 
study tries to address. The findings of this study would be beneficial for future policy making in 
improving the access to emergency health services. The researcher, Mr Jun He, is a PhD candidate at 
QUT, and is conducting this project as part of his doctoral degree.  
What does participation in this research involve? 
The participation will involve a survey, which will take approximately 15 minutes.   The survey will be 
carried out here. The return of the completed questionnaire is accepted as an indication of your 
consent to participate in the survey. 
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What will happen to information about me? 
All comments and responses from participants will be treated confidentially. The names of individual 
persons are not required in the survey. Since we do not collect personal contact details, we will not 
be able to contact you about your survey afterwards. The data will be stored on a password-
protected secure server at QUT and accessed by the research team only.  
According to the University Sector Retention and Disposal Schedule, Section 601.2/c126, the survey 
data is classified as non-clinical trial “research data – resulting in publication” and should be retained 
for five years after publication of the PhD thesis.  
Do I have to take part in this research project? 
Participation in this research project is voluntary. If you do not wish to take part, you do not have to. 
You are free to answer (or not answer) any of the questions. You have 15 minutes, after you 
received this participant information sheet, to consider whether to participate or not to participate. 
A reference number will be given to you for the purpose of registering for non-participation. You can 
withdraw from the project, within 7 days after you have submitted questionnaire, by email or 
making a phone call to the principal researcher, indicating your reference number and your wish to 
withdraw from the program. Your information will be destroyed once we received such instruction. 
Whether you decide to participate not participate or withdraw it will not affect your routine care, 
your relationship with the hospital and its staff or your relationship with QUT. 
What are the possible benefits of taking part? 
It is expected that this project will not benefit you directly. However, the research may provide 
better understanding of patients with PHI regarding their choice between private and public EDs at a 
time of emergency and would be beneficial for future policy making in improving the ED patients’ 
flow within the system.  
What are the possible risks and disadvantages of taking part? 
We do not anticipate any risks or disadvantages as a result of participation in this research. If you 
become upset or distressed as a result of your participation in the research project, QUT provides for 
limited free psychology, family therapy or counselling services for research participants of QUT 
projects who may experience discomfort or distress as a result of their participation in the research. 
Should you wish to access this service please contact the Clinic Receptionist of the QUT Psychology 
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and Counselling Clinic on 07 31380999. Please indicate to the receptionist that you are a research 
participant. 
Further information and who to contact 
If you want any further information concerning this project you can contact the principal researcher, 
Mr Jun He by phone on 07 31381591 or email jun.he@connect.qut.edu.au. 
If I have any concerns or complaints 
Queensland Health and QUT are committed to research integrity and the ethical conduct of research 
projects.  
Should you wish to discuss the study in relation to your rights as a participant, or should you wish to 
make an independent complaint, you may contact the Coordinator or Chairperson, Human Research 
Ethics Committee, Royal Brisbane & Women’s Hospital, Herston, Qld, 4029, telephone 07 36465490 
or email RBWH-Ethics@health.qld.gov.au. Alternatively you may contact the QUT Research Ethics 
Unit on 07 3138 5123 or email ethicscontact@qut.edu.au. Both the RBWH and QUT Research Ethics 
Unit are not connected with the research project and can facilitate a resolution to your concern in an 
impartial manner. 
Thank you for helping with this research project. 
Please keep this sheet for your information. 
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Appendix 14: Figures and tables from previous research (He, 2012) 
Appendix 14-A: Private ED Attendances by Gender 
 
Private data: Percentage of patients attending Private EDs by gender in four hospitals in 
Australia, merged data from Wesley, St Andrews, Greenslopes, and Epworth 2010-11 
Appendix 14-B: Mean, Median, and SD of Age of Private ED Patients 
Age Private EDs 
Mean 52.3 
Median 51.8 
SD 25.6 
Number 83276 
Private data: Mean, Median, and SD of age in four hospitals in Australia, merged data from 
Wesley, St Andrews, Greenslopes, and Epworth 2010-11 
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Appendix 14-C: Private ED Attendances by Day of Week 
 
Private data: Percentage of patients attending Private EDs by day of week in four hospitals in 
Australia, merged data from Wesley, St Andrews,  Greenslopes and Epworth 2010-11 
Appendix 14-D: Private ED Attendances by Time of Day 
 
Private data: Percentage of patients attending private EDs by time of day in four hospitals in 
Australia, merged data from Wesley, St Andrews, Greenslopes and Epworth 2010-11 
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Appendix 14-E: Private ED Attendances by Triage Category 
 
Private data: Percentage of patients attending Private EDs by triage category in four hospitals 
in Australia, merged data from Wesley, St Andrews,  Greenslopes and Epworth 2010-11 
Appendix 14-F: Private ED Attendances by Admission Status 
 
Private data: Percentage of patients attending private EDs by admission status in four 
hospitals in Australia, merged data from Wesley, St Andrews, Greenslopes and Epworth 
2010-11 
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Appendix 14-G: Private ED Attendances by Referral Source 
 
Private data: Percentage of patients attending private EDs by referral source in four hospitals 
in Australia, merged data from Wesley, St Andrews, Greenslopes and Epworth 2010-11 
Appendix 14-H: Private ED Attendances by Arrival Method 
 
Private data: Percentage of patients attending private EDs by arrival method in four hospitals 
in Australia, merged data from Wesley, St Andrews, Greenslopes and Epworth 2010-11 
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Appendix 14-I: Private ED Attendances by Length of Stay Group 
 
Private data: Percentage of patients attending private EDs by length of stay group in four 
hospitals in Australia, merged data from Wesley, St Andrews, Greenslopes and Epworth 
2010-11 
Appendix 14-J: Figure of the Attendances of Private and Public EDs by Gender 
 
Private data: Percentage and number of patients attending private EDs by gender in four 
hospitals in Australia, merged data from Wesley, St Andrews, Greenslopes, and Epworth 
2010-11 
Public data: QLD EDIS data for 2010-11 
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Appendix 14-K: Figure of Attendances of Private and Public EDs by Day of Week 
 
Private data: Percentage and number of patients attending Private EDs by day of week in four 
hospitals in Australia, merged data from Wesley, St Andrews,  Greenslopes and Epworth 
2010-11 
Public data: QLD EDIS data for 2010-11 
Appendix 14-L: Figure of Attendances of Private and Public EDs by Time of Day 
 
Private data: Percentage and number of patients attending Private EDs by time of day in four 
hospitals in Australia, merged data from Wesley, St Andrews, Greenslopes and Epworth 
2010-11 
Public data: QLD EDIS data for 2010-11 
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Appendix 14-M: Figure of Attendances of Private and Public EDs by Arrival Method 
 
Private data: Percentage and number of patients attending Private EDs by arrival method in 
four hospitals in Australia, merged data from Wesley, St Andrews, Greenslopes and Epworth 
2010-11 
Public data: QLD EDIS data for 2010-11 
Appendix 14-N: Table of Mean, Median, and SD of Age of Private and Public ED 
Patients 
 Private Public 
Mean 52.3 35.6 
Median 51.8 32 
SD 25.6 24.7 
Number 83276 1234669 
 
Private data: Mean, Median, and SD of age in four hospitals in Australia, merged data from 
Wesley, St Andrews, Greenslopes, and Epworth 2010-11 
Public data: QLD EDIS data for 2010-11 
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Appendix 14-O: Figure of Attendances of Private and Public EDs by Admission Status 
 
Private data: Percentage and number of patients attending Private EDs by admission status in 
four hospitals in Australia, merged data from Wesley, St Andrews, Greenslopes and Epworth 
2010-11 
Public data: QLD EDIS data for 2010-11 
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Appendix 15: Poster 
Principal researcher: 
JUN HE 
 
 
You may be approached by Mr Jun He 
(pictured).  
Jun is a researcher from Queensland 
University of Technology (QUT) and has 
no relationship with this hospital or 
your treatment. Jun is particularly 
interested in what reasons are behind 
patients’ choice between private and 
public hospital emergency departments 
(EDs). 
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Your participation will involve a survey (approximately 
20-30 minutes) about your choice between private and 
public EDs. The researcher will use the information to 
gain a better understanding of how the provision of 
emergency health services can be improved. 
Your participation in this program is voluntary and will 
not have any impact on the service you received from 
Royal Brisbane Women’s Hospital (RBWH). 
This study is approved by the RBWH Human Research 
Ethics Committee (HREC) (number), PAH HREC 
Public 
ED 
Private Choice
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(number), St Andrew’s War Memorial Hospital HREC 
(number), Greenslopes Private Hospital HREC (number), 
and QUT HREC (number). 
For more information about this research you can 
contact the research team: 
 Jun He  07 31381591 jun.he@connect.qut.edu.au 
 Professor Gerard FitzGerald 07 3138 3935
 gf.fitzgerald@qut.edu.au 
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Appendix 16: Research protocol 
Research Protocol 
 
HREC reference number: HREC/14/QRBW/401 
Research Title  
The Factors That Influence Private Health Insurance (PHI) Holders’ Choice between Public 
and Private Emergency Department (ED) 
Supervisory Team 
Principal Supervisor:Prof. Gerard FitzGerald 
Associate Supervisor:Associate Professor Xiang-Yu Hou 
Associate Supervisor:Dr. Sam Toloo 
Introduction 
Although emergency services are provided by both public and private hospital emergency 
departments (EDs) in Australia, patients with private health insurance (PHI) may not 
necessarily elect private EDs to meet their demand as all residents are eligible for care in 
public EDs. In the situation of overcrowding EDs, particularly in the public system, 
understanding the factors that may influence the choice of patients with PHI between public 
and private EDs would be beneficial for future policy making in altering ED patients’ flow 
within the system.  
No prior research has been done in seeking an understanding of patients’ choice between 
public and private EDs in Australia, therefore no existing instrument can be used to answer 
the above research question. In order to construct the cognitive variables that best reflect 
patients’ perception, the first phase of qualitative study was done at Royal Brisbane Women’s 
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hospital (RBWH) emergency department and St. Andrew’s War Memorial hospital 
emergency centre to explore the themes that have relevance to patients’ choice between 
public and private EDs. Based on this qualitative study, key themes that directly related to 
patients’ choice have been identified. Those themes combining with the themes identified by 
the literature review of health behaviour models have formed the basis for the statements 
development and used for the construction of the questionnaire. This research protocol is 
intended to complement obtaining ethics clearance of the second phase of quantitative study. 
Background 
Hospital EDs (including those in both public and private hospitals) are an important part of 
the Emergency Health System in Australia. Their role is to provide urgent medical services to 
Australian residents suffering acute illness and injury and also form the basis of Australia’s 
immediate response to major catastrophic incidents such as disease outbreaks. However, EDs 
suffer from overcrowding caused by the combination of increasing demand and blocked 
access to inpatient beds (ACEM, 2004; AIHW, 2008, 2009; Fatovich et al., 2005; 
Productivity Commission, 2010; QAS, 2007; Richardson, 2003; Richardson & Mountain, 
2009). As a result, the flow of patients through the ED is often delayed, which can impose 
significant risks to patients’ treatment outcomes as well as having an adverse economic 
impact on the health care system. 
Private hospital EDs have played an important role in providing ED services since 1988 
(Commonwealth Department of Health and Ageing, 2001). In the year 2011-12, there were 
an estimated 23 private EDs and 34 private hospitals providing emergency care in Australia 
(ABS, 2013). The services provided by private hospital EDs are required to meet 
international standards and could play a significant role in meeting the growing demand for 
emergency services (ABS, 2008e). However, the number of people with acute illness who 
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elect to attend private hospital EDs is disproportional to the number of people who hold PHI. 
In 2011/2012 private hospital EDs provided only 6.8% of total emergency services (ABS, 
2013; AIHW, 2013) even though about 47% of the population held PHI during the same 
period (PHIAC, 2012). 
Preliminary study (G. Fitzgerald et al., 2013) demonstrates that private hospital EDs  have a 
significant role to play in the provision of acute medical care and in providing access to 
private hospitals for patients particularly for those with PHI. However, the study drew only 
on one year’s data from four private hospital EDs, and did not investigate the factors which 
may affect patients’ choice between public and private hospital EDs. Therefore, further 
research is required to address those issues. 
Conceptual Understanding of the Project 
A comprehensive review of the literature (He et al., 2011) indicated that the factors affecting 
ED utilisation are complicated and multifaceted. They include health need factors: individual 
health needs (morbidity, injury, and health related factors), individual perceptions (perception 
of illness, quality of care, and benefits), societal factors (population growth and ageing, 
seasonal influences); predisposing factors: age, gender, health insurance status, and socio-
economic status; and policy factors: insurance and rebate policy, hospital size and type, 
hospital geographic location and population catchment.  
Although these factors are important in explaining ED demand in general, they do not 
provide a comprehensive description of the psychosocial pathway behind patients’ choice 
between public and private hospital EDs. In order to establish the connection conceptually, 
the major health behavior models, which include the Health Belief Model (HBM), the Health 
Service Utilization Model (HSUM), Theory of Reasoned Action (TRA) and Theory of 
Planned Behaviour (TPB), Protection Motivation Theory (PMT), Social Cognitive Theory 
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(SCT), The Transtheoretical Model (TTM), and Precaution Adaptation Process Model 
(PAPM)  were reviewed (see table 5.1).  
In summary, the health behaviour models are divided into non-stage models and stage models. 
All of the non-stage models share an assumption that individuals’ beliefs and knowledge 
influence health behaviour. This assumption may be identified particularly easily in HBM 
and PMT. For example, the concepts of perceived severity, susceptibility, benefit, and 
barriers in HBM; and concepts of perceived severity, vulnerability, and response efficacy in 
PMT are all about individuals’ beliefs and knowledge. Though it may not seem so obvious, 
the concept of attitudes towards behaviour in TRA and TPB is still closely related to 
individuals’ beliefs and knowledge. 
While the non-stage models share a similar assumption, they also share recognition of 
behavioural domination. The only difference may be that some focus on cognition itself, 
while others focus on the cognition pathway. For example, perceived threat, benefit, and 
barriers in HBM; attitudes toward behaviour, subjective norm, and perceived behavioural 
control in TRA and TPB; and social norm, outcome expectation, and self efficacy in SCT are 
all about cognition of consequences and importance of such consequences regarding 
engaging or not engaging in a specific behaviour. In comparison, threat appraisal and coping 
appraisal in PMT shifts the focus from cognition itself to the cognition pathway.  
Based on the above two points, the non-stage models discussed here are fundamentally and 
conceptually similar models in explaining health behaviour, even though the constructs of the 
models may differ from each other. As acknowledged and evidenced by Cumming et al. 
(1980), though the constructs of the models may be labelled differently, they are identical 
conceptually (Conner & Norman, 2005, p. 16).  
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The fundamental similarities and differences in constructs, among the non-stage models may 
indicate a benefit and an opportunity for combining the themes from these models for the 
current study. While perceived severity and susceptibility is essential for ED demand, 
attitudes towards behaviour and therefore intention may be important predictors for patients’ 
choices between private and public EDs, self-efficacy is a behavioural facilitator or hindrance 
and social norm and response efficacy influence individual’s attitudes; therefore these should 
also be included in the model in explaining ED patients’ behaviour. In addition, perceived 
benefits and barriers may be powerful themes in understanding the choices between private 
and public EDs for patients with PHI in Australia. 
In addition to the non-stage models, the concept of temporal dimension proposed by the stage 
models may also need to be considered for the construction of explanatory variables for 
current study. 
Based on this conceptual understanding of the project, a model’s component has been created 
(see table of inventory of the model’s components). 
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Summary of Health Behaviour Models  
Table of Summary of Health Behaviour Models 
Model Core Construct Application Relevant to current 
study and concepts 
Health Belief 
Model  
The adaptation of the healthy 
behaviour is influenced by 
weighing the balance among 
threats, benefits and barriers 
Health related 
behaviour 
research 
Perceived susceptibility 
Perceived severity 
Benefits 
Barriers 
Cues to action 
Health Services 
Utilisation 
Behaviour 
The demand for health service is 
influenced by individual 
determinants, societal 
determinants, and health care 
system determinants 
Health care 
service 
utilisation 
research 
Providing basic 
construction for current 
study 
Theory of Planned 
Behaviour 
The adaption of healthy behaviour 
is influenced by their beliefs and 
knowledge 
Health related 
behaviour 
research 
Behavioural intention 
Attitude 
Perceived behaviour 
control 
Protection 
Motivation 
Theory 
The adaptation of healthy 
behaviour is the function of a 
combination of threat appraisal 
and coping appraisal 
Health related 
behaviour 
research 
Response efficacy 
Social Cognitive 
Theory 
The adaptation of healthy 
behaviour is influenced by 
subjective cognitions, 
interpersonal interaction, and 
interaction between humans and 
the environment 
Health related 
behaviour 
research 
Self-efficacy 
Outcome expectation 
Observational learning 
Incentive motivation 
Facilitation 
Self-regulation 
The Stage 
Theories (TTM 
and PAPM) 
The models assumes that the 
adaptation of healthy behaviour is 
a complex course with series of 
distinct stages  
Health related 
behaviour 
research 
Temporal dimension 
Awareness of a health 
issue 
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Inventory of the Model’s Components 
Table of inventory of the model’s components (Outcome of interest: ED presenting status: private ED/public ED) 
Exposure of interest Socioeconomics and 
demographic 
Self-efficacy Exposure to 
mainstream culture 
Social and 
network support 
Health 
status 
Illness 
Accessibility, 
Awareness of 
available services, cost 
of the service, quality 
of care, 
Clues to action 
Age, gender, indigenous 
status, marital status, 
Australian citizenship, 
religion, qualification, 
income, occupational 
status, employment 
status, living 
arrangement, post code 
Decision making 
power, confidence, 
ability to solve 
problems, ability to 
deal with 
unexpected events, 
determination 
Recent migration, 
length of stay in 
Australia, education 
in Australia, English 
proficiency 
Living 
arrangements, 
family situation, 
social situation 
Health 
status, 
conditions, 
chronic 
diseases 
Presenting 
problem, 
urgency, 
complexit
y, severity, 
level of 
pain 
Measurement tools and type of questions 
5-point Likert scales, 
closed questions 
Closed questions Generalised self-
efficacy scale 
(Jerusalem 
&Schwarzer) 
Closed questions Multidimemsional 
scale of perceived 
social support 
5-point 
rating 
scale, 
closed 
questions 
Numeric 
rating pain 
scale, 10-
point 
rating 
scales, 
closed and 
open-
ended 
questions 
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Study Design 
The exploratory sequential mixed method design was chosen as research method for this 
study.  This research collects both qualitative and quantitative data in a single study, 
organising the procedures in sequential design with qualitative inquiry building on to the 
quantitative strand, and the whole procedure has been carefully framed within philosophical 
worldviews. In particular, the exploratory sequential design is chosen because of two reasons: 
(1) the variables in question are unknown, (2) instruments are not available (Creswell & 
Plano Clark, 2011, p. 86).  
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Diagram of the Procedure: 
 
 
 
First phase (qualitative inquiry) 
• Purpose sampling 
• In- depth interview  
• Text data collection (audio recorded and field notes) 
• Script transcription 
• Code, categories, and themes development 
Second phase (questionnaire development) 
• Variables selection and statement development 
• 5-likert scale development 
• Questionnaire validity and consistency 
Third phase (quantitative inquiry) 
• Convenient sampling 
• Size of sample 
• Quantitative data collection 
• Data cleaning 
• Descriptive statistics (frequency analysis) 
• Bivariate analysis 
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Summary of the qualitative study 
The qualitative study was done as planned, in which 25 patients were interviewed at both 
RBWH ED and St. Andrew’s War Memorial hospital emergency centre using the semi-
structured in-depth interview guide. Among them, patient 023 was excluded because it was 
an uncompleted interview. The findings of the qualitative study are based on the thematic 
analysis of 24 transcriptions (12 in public and 12 in private). 13 themes were identified as 
show in table 6.1. Among them, accessibility to ED, quality of the service, patient’s previous 
ED experience, and previous connection with the hospital are deemed to be the core themes. 
Patients were categorized into three groups based on the orientation of patient’s choices. This 
orientation is defined by the financial status; previous ED experience; and medical history 
being held by the hospital, or previous connection with the hospital. Therefore, it is about 
whether patients feel they “belong” to the public system or private system. For example, if 
patients have a clear orientation, their choices would towards one direction to either private 
or public. As the orientation is clear, these patients are most likely to choose the same 
hospital in the future. For the patients who have unclear orientation of choices belong to 
patients in between.  
It seems that the values and the interaction of the core themes would define the group to 
which the individual patient belongs. For example, private patients tend to have excellent 
previous experience with private hospital ED. They see cost as no barrier to access private 
hospital ED and long waiting time as a barrier to access public hospital ED. They are willing 
to pay out-of-pocket payment for the service provided by private hospital ED. 
263 
 
 
In comparison, public patients tend to have good previous experience with public hospital ED. 
They see cost as a barrier to access private hospital ED. They either do not believe waiting 
time is a problem in public hospital ED or are willing to wait. Public patients are not willing 
to pay out-of-pocket payment for accessing private hospital ED. Therefore, patients’ choices 
between private and public hospital EDs really come down to the central issues: cost and 
waiting time. 
Based on the qualitative study, patients’ choice between public and private hospital 
emergency departments are mainly influenced by the core themes that were mentioned above. 
Patients would choose the hospital where they believe the quality of emergency service is 
guaranteed. However, a couple of issues, such as cost to access private hospital emergency 
department and long waiting time to access public hospital emergency department, may form 
the barriers for patients’ choice between public and private. Therefore, the decision to go to 
either public or private is defined by weighing these benefits and barriers. In addition, 
previous connection with the hospital may have decisive power in influencing patient’s 
choice if the patient does have such a strong connection. 
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 Table of comparison of themes that are behind patients’ choices between private and 
public EDs 
Themes Most likely private  
patients 
Patients in between Most likely public patients 
Quality of 
the service 
Appraisal given to private 
ED 
(001,002,003,004,005,007,
008,010,011) 
Appraisal given to both 
private and public EDs 
(009,012,018) 
Appraisal given to both 
private and public EDs 
(006,013,020,021,022) 
Appraisal given to public 
ED (024) 
Appraisal given to public 
ED(014,015,016,025) 
Appraisal given to both 
private and public ED 
(017,019) 
Patient’s ED 
experiences 
Good experience in private 
ED 
(001,002,003,004,005,007,
008,010,011,012) 
Good experience in both 
private and public EDs 
(009,018) 
Bad experience in public 
ED (004,005) 
Good experience in both 
private and public EDs 
(006,013,020,021) 
Good experience in 
public ED (022,024) 
No experience in private 
ED (022) 
Good experience in public 
ED (014,015,019,025) 
Current good experience in 
public ED (016) 
Previous long waiting time 
experience in public ED 
(016) 
Good experience in both 
private and public EDs (017) 
Bad experience in private ED 
(014,015) 
No experience in private ED 
(016,019,025) 
Previous 
connection 
with the 
hospital 
Medical history records 
held by the hospital 
(007,009) 
The same hospital where 
patients were treated 
from the beginning of the 
condition that brought 
them to the ED (024) 
The same hospital where 
patients had their previous 
operations (015) 
The same hospital where 
patient attended for a similar 
condition (016) 
Wanted to be treated by same 
doctors (017) 
Medical history records held 
by the hospital (017) 
Accessibility 
to ED 
Cost as no barrier to 
access private ED 
(001,003,004,005,007,008,
009,010,011,012,018) 
No cost for accessing 
private ED-DVA (002) 
PHI is essential for 
accessing private ED 
(003,005,009,011) 
Long waiting time as a 
barrier of accessing public 
ED (011,012) 
PHI is essential for 
accessing private ED 
(006,024) 
Cost as a barrier to 
access private ED 
(006,013,022) 
No barrier of accessing 
public ED (020,021,024) 
Long waiting time as a 
barrier of accessing 
public ED (013,022) 
Cost as no barrier to 
No barrier of accessing public 
ED (014,015,016,019,025) 
Cost as a barrier to access 
private ED (015,019,025) 
Free access to public ED 
(015) 
Affordability of inflated PHI 
(015) 
Unaware of existing private 
ED (016) 
Long waiting time and 
possibility of diversion to 
265 
 
 
No barrier of accessing 
public ED (009,010,018) 
Low Medicare rebate 
(004) 
access private ED 
(020,021) 
Public and private EDs 
are equally accessible 
(024) 
somewhere else as barriers of 
accessing public ED (017)   
 
 
Table continued 
Financial 
consent 
Positive financial consent 
(001,003,004,005,007,008,00
9,010,011,012,018) 
Unconditional in financial 
consent (002) 
Conditional financial 
consent (006,013) 
Positive financial consent 
(020,021,024) 
Unclear financial consent 
(022) 
Negative financial 
consent 
(014,015,019,025) 
Unclear financial consent 
(016) 
Positive financial consent 
(017) 
Specialists’ 
availability 
Availability of specialists 
and CT scans (008) 
To have all  specialists 
together (006) 
Availability of specialists 
and CT scans (021) 
Long processing time for 
specialist service in 
Public ED (024) 
Availability of specialists 
(016,017) 
Decision 
making process 
Own decision 
(001,002,003,004) 
Family decision 
(005,008,009,010,011) 
GP’s decision (007) 
Joint decision (018) 
GP’s decision (006,020) 
Ambulance decision 
(013,021,022) 
Own decision (024) 
 
Family decision 
(015,017) 
GP’s decision (016) 
Joint decision (019) 
Orthopaedic specialist’s 
decision (025) 
ED service 
expectation 
Low expectation of public 
ED – long waiting time 
(001,003,004,008,010,011,01
2,018) 
High expectation of private 
ED (005,009,010,011,012) 
High expectation of 
private ED (006) 
High expectation of 
public ED (020,022) 
 
The service provided by 
private ED as sub-
standard (014) 
High expectation of 
public ED (014,016,017) 
ED’s 
environment 
Better environment in Private 
ED (001,002,004,010) 
Noisy Environment in public 
ED (004) 
  
Perceived 
severity 
Perceived severity 
(001,005,007,008,009,010,01
8) 
Perceived low severity, but 
the needs for emergency care 
(004) 
Perceived severity 
(006,020,021,022,024) 
Perceived severity 
(015,016,017,025) 
Availability of 
GP service 
GP service is not accessible 
in a timely manner (004) 
GP service is not 
available on weekend or 
GP service is not 
available (019) 
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GP service is not available 
on weekend (011,012) 
at night (006,022) 
Vicinity Perceived vicinity 
(001,002,003,005,008,010,01
2) 
The hospital where patient 
works (018) 
Perceived vicinity (006) 
 
Perceived vicinity (019) 
Patient’s mental 
state 
Patient’s mental state 
towards or belongs to private 
ED 
(001,002,003,004,005,007,00
8,009,010,011,012,018) 
Patient’s mental state is 
between private and 
public EDs 
(006,013,020,021,022,02
4) 
Patient’s mental state 
towards or belongs to 
public ED 
(014,015,016,017,019,02
5) 
 
The Second Phase of Quantitative Study 
The Research Question 
“Why do patients with private hospital insurance choose to attend or not to attend private 
hospital EDs and what factors influence their decision making and choice?” 
The Aim of the Quantitative Study 
The primary aim of the quantitative study is to verify the knowledge that is generated by the 
qualitative study based on empirical observation and rigorous measurement. 
The objectives of this stage of research include the following: 
• Determination of the key considerations behind patients’ choice between public and 
private EDs. 
• Quantifying the impact of different factors which may influence patients’ choice 
between public and private EDs. 
Questionnaire Design 
A questionnaire has been developed by modifying the existing questionnaire previous used 
for public hospital ED study (ARC Linkage grant LP0882650). The modifications were based 
on the findings of the qualitative exploratory study at stage one. This questionnaire was used 
for pilot study during the period from 3rd of February to 1st of March 2015.  
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Based on this pilot study, we have found that the majority of the questions in the survey were 
understood well by participants. The validity of the survey was evaluated by carefully 
checking the individual responses to each question in the survey and checking the 
distributions for each variable after the information in the survey was transformed into a 
dataset.  
It also shows that this survey is feasible in collecting the required information to answer the 
research questions. The process of data collection and data transformation was smooth and 
reasonably good data analysis was able to be conducted. 
There were only a few questions that caused some patients confusion and led to more than 50% 
missing data. For example, questions 27 to 30 are open ended questions regarding how much 
patients expected to pay for out-of-pocket payments. These open ended questions may be 
better changed into multiple choice questions. Question 38 (what year were you born?) may 
be better changed into “how old are you?”. 
A number of items in the questionnaire for pilot study are not directly related to the choice 
between public and private EDs. For example, question 18 a, b, c, d, e, g, h, i;question 19 b, c; 
and question 34 a are questions that are related to ED demand in general, therefore those 
items have been deleted from the new version of questionnaires for the main study. 
Question 34 in the questionnaire for pilot study consists of 15 general statements regarding 
potential benefits and barriers in accessing public and private hospital EDs. It would be 
beneficial to split questionnaire into public and private in order to use different wording to 
ask similar questions toward public and private ED patients. This new approach may make 
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questions more clear to the patients and make the output data more comparable between 
public and private. 
The last page of the questionnaire for pilot study is a participant consent form for collecting 
the data for EDIS information or hospital records. Since this information is not directly 
related to ED choice,this page has been deleted from new version of questionnaires (see new 
version of questionnaires). 
Study Setting for the Survey 
The research sites for the survey are the Royal Brisbane and Women's Hospital (RBWH) ED, 
Princess Alexandra Hospital ED, St. Andrew's War Memorial Hospital Emergency Centre, 
and Greenslopes Private Hospital Emergency Centre. 
RBWH is the largest tertiary referral hospital in Queensland providing state-of-the-art 
medical care and the best possible outcomes to more than one tenth of all patients in 
Queensland. The hospital is located at the Herston site within Metro North Hospital and 
Health Service, close to the Brisbane Central Business District (CBD). In 2011-2012, there 
were 72,416 patients treated in the Department of Emergency Medicine. 
Princess Alexandra Hospital (PAH) is one of three tertiary level facilities in Queensland, 
providing care in all major adult specialties, with the exception of obstetrics.  It is one of 
Australia’s leading academic and research health centres. The hospital is located at the 
Woolloongabba site within Metro South Hospital and Health Service, close to the Brisbane 
CBD. In 2010-11, there were 46,150 patients treated in the Department of Emergency 
Medicine.  
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St. Andrew's War Memorial Hospital is a non-for-profit private hospital providing treatment 
with a range of specialties. The hospital is located in Spring Hill, close to the Brisbane CBD. 
In 2010-2011, there were 11,578 patients treated at St. Andrew's Emergency Centre.     
Greenslopes Private Hospital is owned and operated by Ramsay Health Care, Australia’s 
largest private hospital operator. Greenslopes Private Hospital is the flagship hospital for the 
group and is the largest private teaching hospital in the country. The hospital is located in 
Greenslopes, on the south side of Brisbane, only minutes from the Brisbane CBD. In 2010-11, 
there were 19,230 patients treated at Greenslopes Private Hospital Emergency Centre.  
The principal investigator is responsible for conducting the surveys at these hospitals. 
Study Duration for the survey 
The pilot study will be carried out at RBWH ED and St. Andrew’s War Memorial Hospital 
Emergency Centre. This will be followed up by surveying patients at the four above 
mentioned hospital EDs. We plan to do this during the period between November, 2014 and 
August, 2015. 
Study population for the survey 
All patients attending the ED who meet the following criteria will be potential research 
participants: 1) Holding PHI, 2) Being able to speak English, 3) Aged from 18 years and 
above, and 4) Being able to make informed consent. Based on previous experience, the triage 
nurses at the ED will advise which patients should not be approached without providing any 
details that would breach the patients’ privacy. The researcher will then be free to approach 
all other patients in the treatment and waiting areas of the ED. 
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The ED patients in RBWH, Princess Alexandra Hospital, St. Andrew’s War Memorial 
Hospital, and Greenslopes Private Hospital will be asked to participate in the project if they 
meet the above screening criteria. 
Recruitment and Consent of Participants 
will involve a survey, which will take approximately 15 minutes.The key to recruitment will 
be through the assistance of triage nurses for patients in the waiting room, and the senior 
medical staff in charge for patients in the treatment area. They will identify patients who 
should not be approached they consider them unable to give consent or are too sick to 
participate. A poster (see attachment) will be hung at suitable places around the ED to inform 
the patients of the research and potential approach by the researcher. The recruitment will be 
carried out through five steps as follows: 
• Identification: The potential participants will be identified through the assistance of 
triage nurses (basically triage nurses will identify patients who should not be 
approached because they consider them unable to give consent or are too sick to 
participate). 
• Approaching the potential participant. The following opening introduction will be 
used as a guide: 
Hi, my name is Jun He/name of research assistant. I am a researcher/research assistant from 
Queensland University of Technology. I am working on a topic about patients’ choice 
between public and private emergency departments. I am looking for patients who have 
private health insurance. Would that be you? 
• Providing information to the potential participant (see Participant Information Sheet). 
• Asking the screening questions (see Research Population item above). 
• The return of the completed questionnaire is accepted as an indication of the consent 
to participate in the survey. 
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The survey will only go ahead if the patient meets the screening criteria and agrees to 
participate. The survey will be carried out in the recruitment site during periods of expected 
waiting and no delays will result. 
The participation in this project is entirely voluntary and if they do agree to participate, they 
can withdraw from the project without comment or penalty.  
There are no impacts upon their current or future relationship with QUT or with RBWH ED, 
PAH ED, St. Andrew’s War Memorial Hospital Emergency Centre, and Greenslopes Private 
Hospital Emergency Centre if a participant chooses to withdraw from the project. 
Sampling Strategies and Sample Size for the Quantitative study 
The decision of sampling strategies for this study is subject to budget constraints and 
available resources. As the project is not funded and there is no list of subjects that is 
available and suitable for this study, it is not feasible to do random sampling or systematic 
sampling. Therefore, convenient sampling is chosen. 
Sample size was calculated using G*Power version 3.1 and confirmed with PASS 12. It was 
based on an analysis by multiple logistic regressions, using a significance level (alpha) of 
0.05, 80% Power, and an odds ratio of 0.442. The odds ratio was derived from analysis of 
pilot study analysed by logistic regression, with the predictor variable of “Long waiting time”. 
The null hypothesis was: “Long waiting time is not a significant predictor of the choice to use 
private emergency departments in preference to public ones”.  
Sample size was determined to be 126 participants. With this number of participants it will be 
possible to fit a regression model with up to ten predictor variables.  
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Data Analysis for the Quantitative Study 
It is necessary to apply a comprehensive statistical approach to deal with the complexity of 
the research problem. In this study, frequency analysis, bivariate analysis, and multivariate 
analysis will be applied to answer the research questions. 
Frequency analysis is ideal to identify the distribution of the patients’ perceptions and make 
descriptive comparisons between two groups. This strategy will be applied to all variables. 
Apart from this, coding errors and inconsistent values can be found by checking the 
frequency tables; subsequent verification will be followed if necessary. In addition, the 
normality of the distributions can be found by inspecting distribution charts and histograms.  
Bivariate analysis is an exploratory approach, in which we can identify not only a 
relationship between independent variable and dependent variable, but also potential 
multicolinearities among independent variables.  
Relevant parametric and non-parametric test, such as T-test, will be used for numerical 
variables such as age, in which mean age can be compared between two groups. The chi-
square test will be used for dichotomous variables such as gender, indigenous status, and 
Australian citizenship; for nominal variables such as occupational status, employment status, 
and marital status; as well as for ordinal variables such as decision making power, severity, 
and level of pain. Pearson correlation or Spearman’s rank correlation will be used to identify 
the correlation between interval and rank variables.  
If the assumptions of normal distribution for T-test are not met, then alternative method 
(Wilcoxon rank sum test) will be used. Similarly, if the assumptions of the chi-square test are 
not met, for example, the overall total of the table is less than 20 or the overall total is 
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between 20 and 40 and the smallest of the four expected numbers is less than 5, then Fisher 
exact test will be used. 
Multivariate analysis is ideal for determining relationship between several independent with 
the dependent variables and addressing issues such as confounding and effect of modification.  
Because we have a categorical (dichotomous) dependent variable and because the probability 
of the event of outcome (attending private or public ED) depends on a set of independent 
variables, the relationship between dependent and independent will not fit in a linear model 
unless given a link function logit (log of OR) to restore the linear relationship. Once the link 
function is established, the logistic regression modelling is formed. As we have a 
dichotomous dependent variable, the particular modelling approach we have chosen for this 
study is binary logistic regression.  
The independent variables of interest will be the cognitive factors (patients’ perceptions 
behind their decisions). We will force these cognitive variables into the model regardless of 
their statistical significance status and use a hierarchical approach to choose other 
independent variables; those independent variables that had an association of P ≤ 0.20 with 
the dependent would be included in the model. 
For binary logistic regression model, we will carry out a residual analysis to see whether the 
overall model fits. When logistic regression model was established, we made a very 
important assumption that the independent variables were independent. If this assumption 
were violated, in other words, independent variables were correlated which was identified by 
correlation matrix with evidence of VIF more than 5, then we would dump one of the 
274 
 
 
correlated independent variables from the logistic regression model or add a new interaction 
parameter to estimate this interaction effect.  
Ethical Considerations 
The ethical clearance will be requested from QUT HREC, Queensland Health HREC and the 
participating public and private hospitals’ HRECs. 
 
 
Dissemination of the Results and Publications 
The researcher is responsible for literature review, study design, data collection, data analysis, 
and report writing. All members of the supervisory team will contribute to study design, data 
analysis, and to further drafts. We will plan to publish the reports arising from the project in 
reputable journals including Emergency Medicine Australasia (EMA). The reports may also 
be disseminated to the policy makers when it is possible. The publications will be also 
available at QUT’s online repository, ePrints. If the participants are interested in receiving a 
copy of the results, they will be advised to provide their address or contact the researcher. 
Outcomes and Significance 
This project aims to understand patients’ choice between public and private EDs. It may 
provide evidence to support a greater integration of private hospital EDs into the emergency 
healthcare system in Australia and therefore provide patients with a more effective choice 
and efficient access to emergency healthcare. 
Glossary of Abbreviations 
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ABS            Australian Bureau of Statistics 
ACEM        Australian College for Emergency Medicine 
AIHW         Australian Institute of Health and Welfare 
CBD           Central Business District 
EDs             Emergency Departments 
PAH            Princess Alexandra Hospital 
PHI             Private Health Insurance 
QAS           Queensland Ambulance Services 
QUT           Queensland University of Technology 
 
 
